

mailto:Scott.Smith@hhs.gov





















https://innovation.cms.gov/files/reports/cpci-evalrpt1.pdf
http://www.nejm.org/doi/pdf/10.1056/NEJMsa1414953



https://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative/
https://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative/












https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/MultistateIssueBriefFAI.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/MultistateIssueBriefFAI.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/MultistateIssueBriefFAI.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanExecSumm.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanExecSumm.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanExecSumm.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanFullReport.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanFullReport.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/EvalPlanFullReport.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/WAEvalResults.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/WAEvalResults.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Downloads/WAEvalResults.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Evaluations.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Evaluations.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/Evaluations.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/FinancialModelstoSupportStatesEffortsinCareCoordination.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/FinancialModelstoSupportStatesEffortsinCareCoordination.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/FinancialModelstoSupportStatesEffortsinCareCoordination.html
https://www.macpac.gov/publication/financial-alignment-initiative-for-beneficiaries-dually-eligible-for-medicaid-and-medicare/
https://www.macpac.gov/publication/financial-alignment-initiative-for-beneficiaries-dually-eligible-for-medicaid-and-medicare/









https://innovation.cms.gov/Files/reports/PioneerACOEvalReport1.pdf
https://innovation.cms.gov/Files/reports/PioneerACOEvalRpt2.pdf
http://www.nejm.org/doi/full/10.1056/NEJMsa1600142



https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/index.html















https://innovation.cms.gov/Files/reports/BPCI-EvalRpt1.pdf



https://innovation.cms.gov/initiatives/bundled-payments/












https://innovation.cms.gov/initiatives/cjr









https://innovation.cms.gov/initiatives/comprehensive-ESRD-care/









https://innovation.cms.gov/Files/reports/mccd-hqp-finaleval.pdf
https://innovation.cms.gov/Files/reports/MedicareCoordinatedCareDemoRTC.pdf
https://innovation.cms.gov/Files/reports/MedicareCoordinatedCareDemoRTC.pdf
https://innovation.cms.gov/Files/reports/MedicareCoordinatedCareDemoHQP.pdf
https://innovation.cms.gov/Files/reports/MedicareCoordinatedCareDemoHQP.pdf
https://innovation.cms.gov/Files/x/Evaluation-of-Medicare-Coordinated-Care.pdf
https://innovation.cms.gov/Files/x/Evaluation-of-Medicare-Coordinated-Care.pdf
https://innovation.cms.gov/Files/reports/Best-Prac-Congressional-Report.pdf
https://innovation.cms.gov/initiatives/Medicare-Coordinated-Care
https://innovation.cms.gov/initiatives/Medicare-Coordinated-Care









https://innovation.cms.gov/initiatives/independence-at-home/
https://innovation.cms.gov/initiatives/independence-at-home/












https://innovation.cms.gov/initiatives/oncology-care/









http://www.redjournal.org/article/S0360-3016(14)00494-5/abstract
http://www.p4psummitportal.com/assets/494/resources/mantz_ms17.pdf
http://www.healthleadersmedia.com/finance/dive-bundled-payments-or-wait









https://www.pcpcc.org/initiative/aetna-patient-centered-medical-home-program
http://www.aetna.com/consultant/newsletter/2012/november/pcmh-special-edition.html
https://news.aetna.com/news-releases/aetna-launches-patient-centered-medical-home-program-in-massachusetts/
https://news.aetna.com/news-releases/cornerstone-health-care-will-participate-in-aetnas-patient-centered-medical-home-program/
https://news.aetna.com/news-releases/cornerstone-health-care-will-participate-in-aetnas-patient-centered-medical-home-program/









http://www.amerihealthcaritas.com/corporate/
https://hcp-lan.org/2016/05/developing-apms-to-better-serve-populations-most-in-need/#1458050697199-8a1c375d-9abe
https://hcp-lan.org/2016/05/developing-apms-to-better-serve-populations-most-in-need/#1458050697199-8a1c375d-9abe
https://hcp-lan.org/workproducts/apm-whitepaper-addendum.pdf






https://anthem.aimoncology.com/index.html
https://www.anthem.com/provider/wi/f5/s1/t1/pw_e237115.pdf?refer=ahpprovider
https://anthem.aimoncology.com/CancerTreatmentPathways.html
https://anthem.aimoncology.com/pdf/ProgramOverview.pdf
https://anthem.aimoncology.com/FAQ-PrecisionMedicine.html
https://anthem.aimoncology.com/pdf/EnhancedReimbursementFAQ.pdf






http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx
http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx



http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx



http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx



http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx
http://www.achi.net/Pages/OurWork/Project.aspx?ID=47
http://www.achi.net/Content/Documents/ResourceRenderer.ashx?ID=204
http://www.achi.net/Content/Documents/ResourceRenderer.ashx?ID=277
http://www.achi.net/Content/Documents/ResourceRenderer.ashx?ID=335
http://www.paymentinitiative.org/howItWorks/Pages/default.aspx
http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx
http://www.paymentinitiative.org/medicalHomes/Pages/Practice-Support.aspx



http://www.paymentinitiative.org/medicalHomes/Pages/Provider-Reports.aspx
http://www.paymentinitiative.org/medicalHomes/Pages/Requirements-of-Becoming-PCMH.aspx
http://www.paymentinitiative.org/medicalHomes/Pages/Requirements-of-Becoming-PCMH.aspx
http://www.paymentinitiative.org/referenceMaterials/Documents/pap.pdf
http://www.achi.net/Docs/338/
http://www.paymentinitiative.org/referenceMaterials/Documents/2016%20PCMH%20Program%20Policy%20Addendum%2005052016_v16.pdf
http://www.paymentinitiative.org/referenceMaterials/Documents/2016%20PCMH%20Program%20Policy%20Addendum%2005052016_v16.pdf
http://www.paymentinitiative.org/referenceMaterials/Documents/2016%20PCMH%20manual.pdf
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjcrrmWxeLOAhWKpB4KHRdOD6kQFggeMAA&url=https%3A%2F%2Fwww.medicaid.state.ar.us%2Fdownload%2Fprovider%2Fprovdocs%2Fmanuals%2Fepisode%2Fepisode_ii.doc&usg=AFQjCNHk-BWxd_LLH4w_EWV6mglxKXSmXQ&sig2=v2X1nVzEODLvU3FuQRwu5g
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjcrrmWxeLOAhWKpB4KHRdOD6kQFggeMAA&url=https%3A%2F%2Fwww.medicaid.state.ar.us%2Fdownload%2Fprovider%2Fprovdocs%2Fmanuals%2Fepisode%2Fepisode_ii.doc&usg=AFQjCNHk-BWxd_LLH4w_EWV6mglxKXSmXQ&sig2=v2X1nVzEODLvU3FuQRwu5g
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjcrrmWxeLOAhWKpB4KHRdOD6kQFggeMAA&url=https%3A%2F%2Fwww.medicaid.state.ar.us%2Fdownload%2Fprovider%2Fprovdocs%2Fmanuals%2Fepisode%2Fepisode_ii.doc&usg=AFQjCNHk-BWxd_LLH4w_EWV6mglxKXSmXQ&sig2=v2X1nVzEODLvU3FuQRwu5g
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwjcrrmWxeLOAhWKpB4KHRdOD6kQFggeMAA&url=https%3A%2F%2Fwww.medicaid.state.ar.us%2Fdownload%2Fprovider%2Fprovdocs%2Fmanuals%2Fepisode%2Fepisode_ii.doc&usg=AFQjCNHk-BWxd_LLH4w_EWV6mglxKXSmXQ&sig2=v2X1nVzEODLvU3FuQRwu5g






http://www.ehcca.com/presentations/BPSummit5/calvin_t4.pdf
http://mnhealthactiongroup.org/wp-content/uploads/2016/04/Calvin-Balazovic-Presentation-4.18.16.pptx
http://mnhealthactiongroup.org/wp-content/uploads/2016/04/Calvin-Balazovic-Presentation-4.18.16.pptx
http://theminnesotabirthcenter.com/paying-for-care/
http://theminnesotabirthcenter.com/paying-for-care/
https://www.aishealth.com/archive/nvbc0516-03









http://www.nejm.org/doi/full/10.1056/NEJMsa1404026
http://content.healthaffairs.org/content/early/2012/07/09/hlthaff.2012.0327.abstract
http://www.nejm.org/doi/full/10.1056/NEJMsa1101416



https://www.bluecrossma.com/visitor/pdf/aqc-results-white-paper.pdf















http://www.bcbsm.com/providers/value-partnerships/physician-group-incentive-prog/models-of-care/organized-systems-of-care.html
http://www.bcbsm.com/providers/value-partnerships/physician-group-incentive-prog/models-of-care/organized-systems-of-care.html
http://www.bcbsm.com/providers/value-partnerships/physician-group-incentive-prog/models-of-care/patient-centered-medical-home-initiatives.html
http://www.bcbsm.com/providers/value-partnerships/physician-group-incentive-prog/models-of-care/patient-centered-medical-home-initiatives.html
http://www.bcbsm.com/providers/value-partnerships/physician-group-incentive-prog.html
http://www.bcbsm.com/content/dam/public/Providers/Documents/value/patient-centered-medical-home-fact-sheet.pdf
http://www.valuepartnerships.com/vp-program/organized-systems-of-care/
http://thephysicianalliance.org/wp-content/uploads/2014/09/2015-BCBSM-Organized-Systems-of-Care-OSC-FINAL-3-19-15.pdf
http://thephysicianalliance.org/wp-content/uploads/2014/09/2015-BCBSM-Organized-Systems-of-Care-OSC-FINAL-3-19-15.pdf
http://www.bcbsm.com/content/dam/public/Providers/Documents/value/osc-faq.pdf
http://www.bcbsm.com/content/dam/public/Providers/Documents/value/pgip-osc-interpretive-guidelines.pdf
http://www.bcbsm.com/content/dam/public/Providers/Documents/value/pcmh-and-pcmh-n-interpretive-guidelines.pdf
http://www.bcbsm.com/content/dam/public/Providers/Documents/physician-group-incentive-program-basics.pdf
http://www.valuepartnerships.com/vp-program/patient-centered-medical-home/
http://www.valuepartnerships.com/vp-program/patient-centered-medical-home/
https://mipct.org/about-us/
https://mipct.org/about-us/
https://mipctdemo.files.wordpress.com/2011/05/mipct-fact-sheet-2016.docx
http://www.mipcc.org/sites/mipcc.org/files/u4/MiPCT%20FAQ%209%206%2011.pdf
http://content.healthaffairs.org/content/31/9/1993.full.pdf
http://content.healthaffairs.org/content/34/4/645.full.pdf+html









http://cges.umn.edu/docs/Eppel_RoleofPaymentReformintheTransformationoftheHealthCareSystemNov2012.pdf
http://www.healthcarefinancenews.com/news/minnesota-blues-new-contracting-model-geared-toward-aco-development
http://www.healthcarefinancenews.com/news/minnesota-blues-new-contracting-model-geared-toward-aco-development
http://compendium.catalyzepaymentreform.org/compendium-search/4612/22634



https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=10&ved=0ahUKEwjFsNS0renOAhXKpR4KHbZKCz4QFghPMAk&url=http%3A%2F%2Fwww.atriummedcenter.org%2FFoundation%2FEstate-Planning%2Fdocuments%2FAffordable-Care%2F&usg=AFQjCNEi1oLJ63vigXdZpyg00U6jp_Tc0w&sig2=sjdyMvdpIiLBAsmYzm6P8w&bvm=bv.131286987,d.dmo&cad=rja
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=10&ved=0ahUKEwjFsNS0renOAhXKpR4KHbZKCz4QFghPMAk&url=http%3A%2F%2Fwww.atriummedcenter.org%2FFoundation%2FEstate-Planning%2Fdocuments%2FAffordable-Care%2F&usg=AFQjCNEi1oLJ63vigXdZpyg00U6jp_Tc0w&sig2=sjdyMvdpIiLBAsmYzm6P8w&bvm=bv.131286987,d.dmo&cad=rja
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=10&ved=0ahUKEwjFsNS0renOAhXKpR4KHbZKCz4QFghPMAk&url=http%3A%2F%2Fwww.atriummedcenter.org%2FFoundation%2FEstate-Planning%2Fdocuments%2FAffordable-Care%2F&usg=AFQjCNEi1oLJ63vigXdZpyg00U6jp_Tc0w&sig2=sjdyMvdpIiLBAsmYzm6P8w&bvm=bv.131286987,d.dmo&cad=rja
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=10&ved=0ahUKEwjFsNS0renOAhXKpR4KHbZKCz4QFghPMAk&url=http%3A%2F%2Fwww.atriummedcenter.org%2FFoundation%2FEstate-Planning%2Fdocuments%2FAffordable-Care%2F&usg=AFQjCNEi1oLJ63vigXdZpyg00U6jp_Tc0w&sig2=sjdyMvdpIiLBAsmYzm6P8w&bvm=bv.131286987,d.dmo&cad=rja
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=10&ved=0ahUKEwjFsNS0renOAhXKpR4KHbZKCz4QFghPMAk&url=http%3A%2F%2Fwww.atriummedcenter.org%2FFoundation%2FEstate-Planning%2Fdocuments%2FAffordable-Care%2F&usg=AFQjCNEi1oLJ63vigXdZpyg00U6jp_Tc0w&sig2=sjdyMvdpIiLBAsmYzm6P8w&bvm=bv.131286987,d.dmo&cad=rja
http://www.dhs.state.mn.us/main/groups/county_access/documents/pub/dhs16_198632.pdf









http://www.healthpartnershipoptions.com/SiteAssets/pub/index.html
https://www.advisory.com/daily-briefing/2014/06/16/boeing-signs-shared-savings-deal-with-washington-hospitals
https://hcp-lan.org/2016/03/contracting-directly-with-health-systems-to-achieve-the-triple-aim-the-boeing-experience/#1457376747062-bd445b21-e7d6
https://hcp-lan.org/2016/03/contracting-directly-with-health-systems-to-achieve-the-triple-aim-the-boeing-experience/#1457376747062-bd445b21-e7d6
http://www.pbgh.org/storage/documents/PreferredPartnership_KeyFacts.pdf
http://www.memorialcare.org/about/pressroom/news/boeing-and-memorialcare-health-system-partner-boeing-first-california
http://www.memorialcare.org/about/pressroom/news/boeing-and-memorialcare-health-system-partner-boeing-first-california

1.20 Bridges to Care Program in Aurora, CO

Model Name: Bridges to Care Program in Aurora, CO

Brief Description: The Bridges to Care program in Aurora, Colorado was funded by a CMMI Health Care
Innovation Award. Through this care delivery intervention, patients who frequently visited the emergency
department (ED) received eight home visits over a 60-day period after their last ED visit. Home visits were
conducted by a primary care provider, behavioral health provider, clinical care coordinator, health coach, and/or
a community health worker. Over a three year period, the program enrolled nearly 600 patients. One of the
program leaders is quoted as saying that this care delivery model is being looked at by the American College of
Emergency Physicians as the basis for a potential MACRA advanced payment model (APM).

Developer: The program was developed by a coalition of five partner organizations in Aurora, CO: Metro
Community Provider Network (the local FQHC), Doctors of the University of Colorado Hospital (UCH), Aurora
Mental Health, Aurora Health Access (a community organization), and Together Colorado (another community
organization). This model was based on the “Hotspotters” model developed by Jeffrey Brenner, MD of the
Camden Coalition of Healthcare Providers in New Jersey.

What is the goal of The goal of the program is to reduce emergency room and inpatient hospitalizations by
this payment model? | identifying high utilizing patients and providing intensive services for 60 days after
they leave the hospital. Goals include demonstrating cost savings associated with
decreased use of the ER, increasing Medicaid enrollment, decreasing illness burden,
transitioning patients from home visits to clinic visits, and establishing medical homes
for patients.

How long has this CMS funded the three-year implementation of this model from 2013-2015 (or perhaps
payment model been | 2011-2014, or 2012-2015 — sources vary).
in operation?

Where has it been Five partners were involved:
implemented? -Together Colorado (community organization comprised of 120 congregations, schools
and faith leaders)

-Aurora Health Access (community organization of residents, professionals and public
officials focused on creating a healthier Aurora)

-Metro Community Provider Network (the only FQHC in Aurora)

-Aurora Mental Health

-Doctors of the University of Colorado Hospital

A central role was played by the Metro Community Provider Network (MCPN). The
FQHC acted as the “care team” and coordinated care between the hospital and primary
care and specialty providers. It hired the community health workers, social workers,
and nurse practitioners involved in the project.

Type(s) of health Patients received a minimum of eight home visits from nurse practitioners and other
care services, staff, and received the following in-home services:

medical conditions,
and health care
settings addressed?

Health coaching to promote healthy behavior lifestyle changes

Preventive care from a primary care provider

Care coordination and referrals to community resources

Health advocacy training to promote better delivery of health care services
Behavioral health assessment & interventions/referrals

©O 0O 00O

A community organization called Together Colorado made 2 house visits “for
relational conversations” (i.e., to explain to staff their story and understand their
barriers to care) and to explain the larger vision and goals of the Bridges to Care
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Model Name: Bridges to Care Program in Aurora, CO

program. After the 2 house visits, a representative from this organization invited
patients to a meeting with other patients to share stories and talk about the barriers to
health care access in Aurora. Upon “graduating” from the program, patients were
invited to join the community organization’s Health Care Committee.

Types of patients
included?

The program recruited high utilizers of the emergency department at University of
Colorado Hospital. Specifically, adults with 3 or more visits to the ED in 6 months
(excluding patients with chief complaints related to acute mental health and substance
abuse conditions, end stage chronic disease, and pregnancy). One source indicated that
patients with 2 or more hospital admissions in the past 6 months were also included.
The program hoped to enroll 150 patients in its first year, and 900 by the end of the 3
years. The program ultimately enrolled almost 600 patients.

Method of
attributing patients
to participating

To identify patients, a Bridges to Care community health worker worked in the
University of Colorado Hospital ED and had access to the EHR. When a patient with a
flagged medical record arrived, the community health worker asked an ED physician

providers or nurse for permission to approach the individual with information about the program,
and made a note in the medical chart. If the patient agreed, the community health
worker enrolled the patient in Bridges to Care and scheduled an appointment with an
MCPN nurse practitioner.

Types of providers During the 60-day period, services were provided by a multi-disciplinary team

participating in the
payment model?

involving a:
0 Health coach
O Primary care provider
0 Care coordinator
0 Community organizer
0 Behavioral health professional

The entity
accountable to the
payer?

Information is not currently publicly available.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

This care delivery model was funded by a portion of a CMS Health Care Innovation
Award; the portion used to fund this model was either $3.3 million or $4.2 million,
depending on the source.

Are there any
performance
metrics?

If so, what is being
measured?

Information is not currently publicly available.

Are there any
performance
incentives?

If so, what is being
incentivized?

Information is not currently publicly available.

How do incentives
operate?

Information is not currently publicly available.
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
USED IN THE PUBLIC AND PRIVATE SECTORS

Model Name: Bridges to Care Program in Aurora, CO

Is this a stand-alone | Not applicable — this is not a payment model.
payment model or is
it used with other
payment models?

Has the model been MCPN contracted with Smith & Lehmann Consulting to evaluate the program. Their

evaluated? pre-post findings are cited below.

Who funded this

evaluation?

Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:

Together Colorado, Bridges to Care Fact Sheet, available at: http://www.togethercolorado.org/documents/Bridges-to-
Care-Fact-Sheet.docx; Smith & Lehmann Consulting, Bridges to Care Program Evaluation Final Report, Dec. 19, 2014,
available at: http://www.slideshare.net/JennaBagnallReilly/bridges-to-care-final-report-121914; Wiler J, Bridges to Care:- A
Multidisciplinary Care Coordination Developed To Improve The Health Of High Utilizers In Aurora, Colorado, available at:
http://www.p4psummitportal.com/assets/480/resources/wiler_ms11.pdf; Parks T, Testing new payment models: One pilot
program’s success, AMA Wire, April 19, 2016, available at: http://www.ama-assn.org/ama/ama-wire/post/testing-new-
payment-models-one-pilot-programs-success; CMS, Health Care Innovation Awards: Colorado, Aug. 23, 2016, available at:
https://innovation.cms.gov/initiatives/Health-Care-Innovation-Awards/Colorado.html.
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1.21 CalPERS Reference Pricing

Model Name: CalPERS Reference Pricing

Brief Description: Starting in 2011, the California Public Employees Retirement System (CalPERS)
incorporated reference pricing for routine hip and knee replacements into the health insurance benefit design of
members enrolled in CalPERS’s Anthem PPO plan. CalPERS and Anthem determined that $30,000 would be
an appropriate upper limit to pay for hip and knee replacements: CalPERS members using a hospital that
charged this price or less for these procedures paid coinsurance for the cost of the procedure, up to an out-of-
pocket maximum of $3,000; meanwhile, CalPERS members who selected a more expensive facility paid this
cost- sharing plus the full cost of the procedure above the $30,000 cap. (The reference price applies to the
hospital facility fee only—not payments for the surgeon or other providers, such as physical therapists.)
(CalPERS uses the same reference price for all regions in California.) To help CalPERS members identify
lower-cost hospitals, CalPERS identified and informed members about hospitals that charged $30,000 or less
for these procedures. In 2012, CalPERS expanded reference pricing to facility payments for outpatient
colonoscopies, cataract surgeries and arthroscopy. The rates were set at $1,500 for colonoscopy, $2,000 for
cataract surgery and $6,000 for arthroscopy. In the first two years after implementation, reference pricing saved
CalPERS $2.8 million for joint replacement surgery, $1.3 million for cataract surgery, $7.0 million for
colonoscopy, and $2.3 million for arthroscopy.

Developer: CalPERS and Anthem

What is the goal of | The goal of reference pricing is to save money by giving enrollees an incentive to select
this payment a lower-priced provider, while also motivating higher-priced providers to lower their
model? prices to retain market share. Reference pricing is typically used when there is high
variation in prices charged by different providers coupled with low variation in quality
across these providers.

How long has this | This model was launched by CalPERS in 2011 for routine hip and knee replacements
payment model and in 2012 for outpatient colonoscopies, cataract surgeries and arthroscopy.

been in operation? | In 2011, for routine hip and knee replacements, the program was launched in 45
Where has it been | “designated hospitals,” which was increased to 54 designated hospitals by 2012, after

implemented? hospitals renegotiated contracts with Anthem to offer lower prices.
Type(s) of health Non-emergency and non-complicated routine hip and knee replacements and outpatient
care services, colonoscopies, cataract surgeries and arthroscopy.

medical conditions,
and health care
settings addressed?

Types of patients Active and retired public employees and their dependents enrolled in CalPERS’s PPO
included? plan administered by Anthem Blue Cross of California.

Method of Patient are attributed to the facility that performed their procedure using claims data.
attributing patients
to participating
providers

Types of providers | For the hip and knee replacements, a list of “designated hospitals” was created by
participating in the | Anthem. For other procedures, ambulatory surgery centers were also included.
payment model?

The entity Provider organization (hospital or ambulatory surgical center)
accountable to the
payer?
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The entity
receiving payment
from the payer (if
different from
above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

Hospitals and ambulatory surgery centers are paid lower fees for the four services
mentioned. They continue to bill Anthem on a fee-for-service basis, but Anthem only
agrees to pay its cost-share up to the new reference price (e.g., $30,000 for a hip
replacement). Patients pay the remainder.

Are there any
performance
metrics?

If so, what is being
measured?

Performance measures are used by CalPERS and Anthem to select “designated
hospitals.” These hospitals met the following criteria:

- Procedure prices were less than $30,000,
- Quality was acceptable*, and
- Collectively, the hospitals provided sufficient geographic dispersion.

* A hospital’s quality was ascertained with the help of Anthem. Quality measurements
included:

- whether the facility had been accredited by a recognized quality accrediting
entity,

- whether it performed a sufficient number of joint replacement surgeries
annually (because surgical volume is associated with positive outcomes),

- its scores on the surgical prevention indicators reported by hospitals to the Joint
Commission, and

- its participation in the California hospital quality reporting system and its
results reported by that system.

Are there any
performance
incentives?

If so, what is being
incentivized?

Hospitals have an incentive to reduce the price of their procedures to retain market
share.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it used
with other payment
models?

This is a fee-for-service payment model. Providers bill Anthem and patients on a fee-
for-service basis for procedures, just as they would for any other procedure.
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Has the model been | Several evaluations of this payment approach have been published in peer-reviewed

evaluated? journals. A 2015 Health Affairs article studied cataract removal surgery, and found that
Who funded this CalPERS’s adoption of reference-based pricing increased ambulatory surgery center use
evaluation? by 8.6% and decreased payments per procedure by 19.7% compared to trends among

Anthem Blue Cross plans (which did not use reference-based pricing), after adjusting
for differences between these two patient populations — saving CalPERS $1.3 million in
the two years after implementation. That same year, a JAMA Internal Medicine article
reported savings of $7 million on colonoscopies, and a 2013 Health Affairs article
reported that CalPERS members shifted from using high-cost to low-cost facilities and
saved CalPERS $2.8 million in the first year that reference-based pricing was used for
knee and hip replacement surgery.

Other pertinent Information is not currently publicly available.

information

The above information was excerpted or summarized from these sources:

Lechner AE, Gourevitch R, and Ginsburg P, The Potential of Reference Pricing to Generate Health Care Savings: Lessons from
a California Pioneer, HSC Research Brief No. 30, December 2013, available at: http://www.hschange.org/CONTENT/1397/;
Robinson JC and Brown TT, “Increases In Consumer Cost Sharing Redirect Patient Volumes And Reduce Hospital Prices For
Orthopedic Surgery”, Health Affairs, 2013; 32(8):1392-1397, available at:
http://content.healthaffairs.org/content/32/8/1392.full.pdf+html; Robinson JC, Brown TT, and Whaley C, “Reference-Based
Benefit Design Changes Consumers’ Choices And Employers’ Payments For Ambulatory Surgery” Health Affairs, 2015;
34(3):415-422, available at: http://content.healthaffairs.org/content/34/3/415.full.pdf+html; Robinson JC, Brown TT,
Whaley C, Finlayson E, “Association of Reference Payment for Colonoscopy With Consumer Choices, Insurer Spending, and
Procedural Complications,” JAMA Internal Medicine, 2015;175(11):1783-1789, available at:
http://archinte.jamanetwork.com/article.aspx?articleid=2434733; Boynton A and Robinson JC, Appropriate Use Of
Reference Pricing Can Increase Value, Health Affairs Blog, July 7, 2015, available at:
http://healthaffairs.org/blog/2015/07/07/appropriate-use-of-reference-pricing-can-increase-value/.
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1.22 CalPERS Sacramento ACO

Model Name: CalPERS Sacramento ACO

first 4 years.

Brief Description: This ACO, formed in 2010, is considered one of the longest-running commercial ACOs in the
country. Each year, it sets a global spending target (covering the total cost of all health care provided) for 41,000
patients insured through the California Public Employees Retirement System (CalPERS) who are enrolled in Blue
Shield’s HMO plan in the Sacramento area and receiving their care from Hill Physician Medical Group IPA’s
primary care practices. Hill Physicians IPA and the hospital system that they refer most of their patients to, Dignity
Health, continue to be paid by Blue Shield under pre-existing payment approaches (i.e., capitation and fee-for-
service, respectively), but actual total spending for Hill’s patients is reconciled against the global spending target at
the end of each year. Savings or cost over-runs are then shared between the IPA, the hospital system, and Blue
Shield. Each of these organizations’ shares of savings or cost over-runs are commensurate with their premium share
and their ability to influence spending in each of several cost categories: partner hospital, out-of-area non-partner
hospital, other non-partner hospital, professional, mental health, pharmacy, and ancillary care services. (See “Exhibit
2” at end of this profile.) To reduce spending, the three organizations have worked together to analyze data and
develop and implement numerous care delivery interventions (see “Other” row at end of this profile). This is a
“virtual” ACO model since the IPA, hospital system, and Blue Shield did not set up a separate joint legal entity for
this venture. The parties claim that from 2010-2013, they generated over $105 million in gross savings and earned
$10.36 million in shared savings payments, leaving net savings for CalPERS of nearly $95 million over the ACO’s

Developer: Blue Shield of California; Hill Physician Medical Group (Northern California’s largest independent
practice association (IPA), with 600 physicians practicing in the Sacramento area); Dignity Health, with 4 hospitals
in the Sacramento area).

What is the goal
of this payment
model?

The ACO partners aimed to collectively reduce spending and bring Blue Shield’s premiums for
CalPERS members below those of their main competitor, Kaiser Permanente. More
specifically, the ACO’s goals were also to:

- Deliver cost savings and an immediate premium credit to CalPERS by reducing the
growth in the cost of health care from 10 percent to 0 percent in the first year.

- Grow the organization’s membership by attracting new public agencies to contract
with CalPERS for health benefits and increasing enrollment for the partners in the
pilot.

- Maintain or, if possible, improve the quality of health care provided by the three
partners. According to the agreement signed by the partners, no cost containment
initiative could be launched if it was expected to have a negative impact on quality.

- Create a sustainable model for expansion to other geographic areas.

How long has
this payment
model been in
operation?
Where has it
been
implemented?

This ACO first began operating in 2010 in the Sacramento area of northern California.

Type(s) of health
care services,

The ACO’s participating organizations are responsible for the cost of all health care provided to
its 41,000 CalPERS members, including services provided by partner (Dignity) hospitals, out-

medical of-area non-partner (non-Dignity) hospitals, other non-partner (non-Dignity) hospitals,
conditions, and professional services, mental health services, pharmacy, and ancillary care services.
health care

settings

addressed?

Types of patients | The population served by this virtual ACO consists of approximately 41,000 CalPERS
included? members covered by Blue Shield’s HMO plan in the Sacramento area who receive their

primary care from Hill Physicians Medical Group IPA’s primary care practices.
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Method of
attributing
patients to
participating
providers

Information is not currently publicly available.

Types of
providers
participating in
the payment

Primary care practice staft in the Hill Physicians IPA and Dignity Health hospital staff in the
Sacramento area.

model?

The entity Hill Physicians IPA and Dignity Health hospital system are accountable, along with Blue
accountable to Shield of California, for meeting spending targets while avoiding reductions in quality.

the payer?

The entity Same as above.

receiving

payment from

the payer (if

different from

above)?

How are Each year, the ACO partners sets a global spending target (covering the total cost of all health
providers paid care provided). Dignity Health hospitals and Hill Physicians IPA practices continue to be paid
under the by Blue Shield under pre-existing payment approaches (i.e., fee-for-service and capitation,

payment model?

respectively). At the end of the year, actual total spending for Hill’s attributed patients is
reconciled against the global spending target, and savings or cost over-runs are then calculated
and shared between the IPA, the Dignity Health hospital system, and Blue Shield (i.e., Blue
Shield pays shared savings payments to, or collects payments from, Hill Physicians IPA and
Dignity Health). Each of these organizations’ shares of savings or cost over-runs are
commensurate with their relative share of historical costs and their ability to influence spending
in each of the several cost categories identified above. (See “Exhibit 2” below for specific
spending targets and savings/liabilities shares for each organization in 2010 — reproduced from
the Health Affairs article cited below.)

Hill Physicians IPA uses its capitated payments from Blue Shield to pay providers on a fee-for-
service basis, with base reimbursements to primary care physicians set at 85% of fee-for-
service Medicare rates. Performance-based bonuses enable top-performing physicians to earn
as much as 150% of Medicare rates, while average performers earn around 120%.

Are there any
performance
metrics? If so,
what is being
measured?

The ACO produces a monthly, high level dashboard of key financial and utilization metrics and
other information needed to manage. Some examples of measures that are monitored include:

- The per member per month cost

- 30-day readmission rates

- Average length of stay

- Total inpatient days

- Costs in following categories: facility costs, professional costs, mental health costs,

pharmacy costs, and ancillary costs.
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Are there any Hill Physicians IPA has an incentive to encourage primary care practices to attempt to lower
performance the total cost of their patients’ care (e.g., by coordinating their patients’ care with other
incentives? providers to avoid unnecessary care and preventable hospital admissions and ED visits).

If so, what is Dignity Health hospitals have an incentive to encourage their staff to lower the total cost of
being their patients’ care (e.g., by adhering to evidence-based clinical guidelines to avoid unnecessary
incentivized? care, and coordinating with primary care practices to ensure smooth transitions out of the

hospital). Blue Shield has an incentive to share useful claims data with Hill Physicians IPA and
Dignity Health hospitals (e.g., data showing when ACO patients are admitted to non-Dignity
hospitals — which Dignity then uses to identify these patients and repatriate them to a Dignity
hospital, once patients are stabilized).

How do Information is not currently publicly available.

incentives

operate?

Is this a stand- This payment model is layered on top of existing payment approaches. Blue Shield continues to

alone payment pay Hill Physicians IPA practices on a capitated basis and Dignity Health hospitals on a fee-
model or is it for-service basis.

used with other
payment models?

Has the model Blue Shield of California engaged Milliman (an actuarial and consulting firm), to evaluate the
been evaluated? | results of the ACO’s first year, which are reported in the Health Affairs article cited below.
Who funded this | Milliman found that the ACO’s spending was 10% lower than Northern California CalPERS
evaluation? members not in the ACO. CalPERS members’ expenditures in the ACO decreased by 1.6%,
while expenditures for Northern California CalPERS members not in the ACO increased by
9.9%. Milliman also found an unexplained increased in ED visits in the ACO.

Other pertinent The numerous care delivery interventions that this ACO has pursued are clustered in five areas:
information improving information exchange; coordinating processes such as hospital discharge planning;
eliminating unnecessary care; reducing variation in practice and resources; and reducing
pharmacy costs. Examples of interventions implemented include: a standardized hospital
discharge procedure to improve care transitions; assigning Hill IPA hospitalists to Dignity
hospitals and Hill physicians to skilled nursing facilities to prevent hospital admissions;
adhering to evidence-based guidelines (e.g., for surgeries, managing inpatient stays, treating
sepsis and pneumonia); developing a chronic pain case management program aimed at reducing
pharmacy costs and ED visits; creating “virtual care teams” (composed of a pharmacist, social
worker, health coach, and nurse case manager) to help primary care physicians manage the
complex clinical and psychosocial needs of patients with chronic conditions, who amount to
12% of attributed patients but 75% of the ACQO’s overall costs.

The above information was excerpted or summarized from these sources:

Melnick G and Green L, “Four Years Into A Commercial ACO For CalPERS: Substantial Savings And Lessons Learned,” Health
Affairs Blog, April, 17, 2014, available at: http://healthaffairs.org/blog/2014/04/17/four-years-into-a-commercial-aco-for-
calpers-substantial-savings-and-lessons-learned/; Melnick G and Green L, “Early Lessons From A Shared Risk, Integrated
Care Organization Serving A Commercial Population,” Health Affairs Blog, May, 15, 2012, available at:
http://healthaffairs.org/blog/2012/05/15/early-lessons-from-a-shared-risk-integrated-care-organization-serving-a-
commercial-population/; Markovich P, “A Global Budget Pilot Project Among Provider Partners And Blue Shield Of California
Led To Savings In First Two Years,” Health Affairs, 2012;31(9):1969-1976, available at:
http://content.healthaffairs.org/content/31/9/1969.abstract; Cohen A, Klein S, and McCarthy D, “Hill Physicians Medical
Group: A Market-Driven Approach to Accountable Care for Commercially Insured Patients,” Oct. 2014, available at:
http://www.commonwealthfund.org/~/media/files/publications/case-

study/2014/oct/1770 cohen hill physicians aco case study.pdf.
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
USED IN THE PUBLIC AND PRIVATE SECTORS

EXHIBIT 2

Allocation Of Risk For Three Partners In A Pilot Accountable Care Organization In California
Allocation of risk if actual costs fall above or below

target cost
Per member per Dignity Hill Physicians Blue

Cost category month target cost  Health Medical Group Shield
Total facility

Partner hospital 5180 50.0% 25.0% 250%

Out-of-area nonpartner hospital 25 250 250 500

Other nonpartner hospital 45 300 300 400
Professional 125 300 35.0 35.0
Mental health 10 00 0.0 100.0
Pharmacy 55 333 333 333
Ancillary 10 250 250 50.0

source Blue Shield of California. moTes Total facility target cost is 5250. Total target cost is $450.

Exhibit 2 is excerpted from:

Markovich P, “A Global Budget Pilot Project Among Provider Partners And Blue Shield Of California Led To Savings In First
Two Years,” Health Affairs, 2012;31(9):1969-1976, available at:
http://content.healthaffairs.org/content/31/9/1969.abstract
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1.23 California Value-Based Pay-for-Performance (VBP4P) Program

Model Name: California Value-Based Pay-for-Performance (VBP4P) Program

Brief Description: The Integrated Healthcare Association (IHA) has developed a recommended one-sided
shared savings model (including an annually-updated recommended performance measure set) for commercial
health insurers to use with contracted physician organizations (POs). This VBP4P program has four key
components: a common set of measures and benchmarks; health plan incentive payments to POs; public
reporting of PO results; and public recognition awards. IHA runs this program on behalf of ten commercial
HMO/POS health insurers that insure 9 million Californians; IHA is responsible for collecting data, deploying a
common measure set, and reporting results for 200 POs that includes approximately 35,000 physicians —
although each insurer determines its own budget and methodology for calculating incentive payments to POs.
IHA believes that the VBP4P program is one of the largest non-governmental alternative payment models in the

country.

Developer: THA (a multi-stakeholder convening organization that seeks to advance high-quality, affordable,
patient-centered care for consumers).

What is the goal of
this payment model?

According to IHA, adoption of common performance measures and benchmarks across
health plans and physician organizations helps harness market forces to drive
improvements in patient care. Additionally, aggregation of data across participating
health plans significantly improves measurement reliability and validity and decreases
reporting burden for physician organizations by eliminating competing and conflicting
health plan rating systems.

How long has this
payment model been
in operation?
Where has it been
implemented?

The ACO-like VBP4P model was first implemented by a participating plan in 2014,
and superseded a precursor IHA P4P program started in 2001. Today, participants
include 10 health insurers and over 200 POs caring for over 9 million Californians
enrolled in commercial health maintenance organization (HMO) and point of service
(POS) plans.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Recommended measures for 2016 are in the following categories: “Clinical domain”
(including cardiovascular, diabetes, maternity, musculoskeletal, prevention,
respiratory, other services); and “Meaningful use of health IT domain;” “Patient
experience domain” (including CAHPS questions); and “Appropriate resource use
domain.” Services addressed include preventive screenings, chronic disease
monitoring, behavioral health medication management, inpatient admissions, ED
visits, labor and delivery, and various surgeries.

Types of patients Californians enrolled in the 10 participating commercial health insurers’ HMO and
included? POS plans.
Method of Information is not currently publicly available.

attributing patients
to participating
providers

Types of providers
participating in the
payment model?

VBPA4P is intended to be available to all POs that contract to participate in commercial
HMO and POS plans with one or more health insurers participating in the program.

The entity
accountable to the
payer?

Information is not currently publicly available.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.
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How are providers
paid under the
payment model?

IHA developed a recommended VBP4P payment model, which participating insurers
are free to modify and implement or not implement as they see fit. The recommended
payment model is a one-sided shared savings model with requirements that POs meet
minimum quality standards, as well as demonstrate a total cost of care trend of no more
than the CPI plus three percentage points, in order to earn shared savings payments.
Additional advice and considerations for payers as they design their own VBP4P
shared savings payment model are available in the “Value Based Pay for Performance
Design” document and the “IHA Value Based P4P: Quality Composite Score
Calculation” document cited below.

Are there any
performance
metrics? If so, what
is being measured?

IHA’s VBP4P measures set is updated annually. Measure categories are discussed
above in the “Types of services addressed” row, and lists of current and recent measure
sets are available at the IHA “Measure Set” website cited below.

One measure is discussed in its own fact sheet: the “Total cost of care (TCC)”
measure. TCC measures actual payments associated with care provided to participating
HMO/POS enrollees in a PO. Participating health plans report a single lump sum
payment for each member of all contracted POs to a data aggregator; the lump sum
includes both capitation and fee-for-service payments, as well as member co-payments,
paid to the PO or any providers caring for its members (e.g., hospitals, pharmacies,
ancillary providers). Per member costs above $100,000 per year are truncated, and
payments for mental health and chemical dependency services, acupuncture or
chiropractic services, dental and vision services, and P4P quality incentive payments
are excluded from the calculation. The TCC measure is risk-adjusted to account for the
differences in the health status of the patient population using Verisk DxCG Relative
Risk methodology, and geography-adjusted to account for differences in the price of
inputs (using CMS’s Hospital Wage Index Geographic Adjustment Factor).

Are there any
performance
incentives?

If so, what is being
incentivized?

Incentive payments are currently tied to resource use reductions (although quality
measure targets must also be met to qualify for shared savings payments). According
to IHA, some high-performing POs have complained that that there are no incentives
to maintain already-low resource use, so IHA is considering an attainment incentive
that would reward POs that reach targeted levels of resource use, even if no savings are
generated in a given year.

The program’s other incentives are related to public reporting and public recognition
awards. IHA partners with the state of California’s Office of the Patient Advocate to
publicly report performance results each year using standard specifications for
measuring TCC, and IHA publicly recognizes the top performing and the most
improved POs each year. POs have an incentive to perform highly on quality and cost
measures since these results are made public. The VBP4P program’s public
recognition awards recognize POs that demonstrate the highest levels of performance
or the greatest year-over-year improvement in their region.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

Information is not currently publicly available.
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Model Name: California Value-Based Pay-for-Performance (VBP4P) Program

Has the model been Information is not currently publicly available.
evaluated?
Who funded this
evaluation?

Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:

Integrated Healthcare Association. California’s Value Based Pay For Performance Program. 2016 (webpage). Accessed
August 2016 at: http://www.iha.org/our-work/accountability/value-based-p4p; Integrated Healthcare Association. Total
Cost of Care: Measuring and Using Total Cost of Care Data in California. April 2015 (PDF document). Accessed August 2016
at: http://www.iha.org/sites/default/files/resources/fact-sheet-total-cost-of-care-2015.pdf; Integrated Healthcare
Association. Measure Set. 2016 (webpage). Accessed August 2016 at: http://www.iha.org/our-work/accountability/value-
based-p4p/measure-set; Integrated Healthcare Association. Value Based Pay for Performance Design. December 2014 (PDF
document). Accessed August 2016 at: www.iha.org/sites/default/files/resources/value-based-p4p-design-update.pdf;
Integrated Healthcare Association. Medicare Advantage Stars. 2016 (webpage). Accessed August 2016 at:
http://www.iha.org/our-work/accountability/medicare-advantage-stars; Integrated Healthcare Association. Medi-Cal. 2016
(webpage). Accessed August 2016 at: http://www.iha.org/our-work/accountability/medi-cal/standardizing-p4p; Integrated
Healthcare Association. Value Based Pay for Performance in California: Using Alternative Payment Models to Promote
Health Care Quality and Affordability. September 2015 (PDF document). Accessed August 2016 at:
http://www.iha.org/sites/default/files/resources/fact-sheet-value-based-p4p-2015.pdf; Integrated Healthcare Association.
Value Based Pay for Performance in California. September 2013 (PDF document). Accessed August 2016 at:
http://www.iha.org/sites/default/files/resources/issue-brief-value-based-p4p-2013.pdf; Integrated Healthcare Association.
IHA Value Based P4P: Quality Composite Score Calculation. May 2016 (PDF document). Accessed August 2016 at:
www.iha.org/sites/default/files/resources/my 2015 standard payment methodology qcs calculation.pdf; Integrated
Healthcare Association. Awards. 2016 (webpage). Accessed August 2016 at: http://www.iha.org/our-
work/accountability/value-based-p4p/awards.
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1.24 Capital District Physicians’ Health Plan (CDPHP)’s Enhanced Primary Care (EPC)

Program

Model Name: Capital District Physicians’ Health Plan (CDPHP)’s Enhanced Primary Care (EPC)

Program

Brief Description: CDPHP is a physician-led health plan in New York state that began offering this patient-
centered medical home (PCMH)-focused payment model in 2008. In the first year of the model, practices that
choose to participate receive a $20,000 stipend to support time spent adopting the PCMH model. At the end of a
year-long PCMH transformation program, practices become eligible to receive a monthly risk-adjusted capitated
fee for primary care services per eligible member, and become eligible for an up to 20% pay-for-performance
bonus opportunity.

Developer: Capital District Physicians' Health Plan (CDPHP)

What is the
goal of this
payment
model?

The guiding principal of the EPC model is that each patient has an ongoing relationship with a
primary care practice (PCP) that delivers continuous, comprehensive, and coordinated care.
The mission of CDPHP’s PCMH approach is to create an innovative and sustainable model for
the reimbursement of primary care physicians that leads to a resurgence in the interest in
primary care medicine as a career for medical students. CDPHP hops to accomplish this while
demonstrating better health outcomes and market-leading satisfaction scores for patients,
employers, and physicians.

How long has
this payment
model been in

CDPHP has been using this payment model since 2008. As of June 2015, 836 clinicians in 193
practices in New York state were participating in this payment model.

operation?

Where has it

been

implemented?

Type(s) of CDPHP’s risk-adjusted global payment for primary care services “accounts for the vast

health care majority of codes for which CDPHP reimburses.” The plan continues to use fee-for-service

services, payment for a small set of services that are outside of the capitation code list, such as

medical immunizations and skin biopsies.

conditions,

and health

care settings

addressed?

Types of CDPHP members enrolled in a commercial (HMO or non-HMO), Medicaid, or Medicare plan

patients — but not CDPHP members covered by a Capital District Physicians’ Healthcare Network, Inc.

included? (CDPHN) self-insured plan, and not members in a Medicare Supplemental plan.

Method of CDPHP members are attributed to a particular practitioner based on evaluation & management

attributing claims in the past 24 months. The member is assigned to the provider entity who: (1) rendered

patients to the most E&M services; or (2) rendered the most preventive services; or (3) was the attributed

participating | entity for the previous month; or (4) had the highest total allowed dollars; or (5) performed the

providers most recent service. (The first of these rules that can be met by an entity determines the
relationship.) Members’ attribution is prospectively determined using this historical data at the
beginning of each month.

Types of Primary care providers in CDPHP’s provider network who voluntarily choose to participate.

providers

participating
in the
payment
model?
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Model Name: Capital District Physicians’ Health Plan (CDPHP)’s Enhanced Primary Care (EPC)

Program

The entity
accountable
to the payer?

Same as above.

The entity
receiving
payment
from the
payer (if
different
from above)?

Same as above.

How are
providers
paid under
the payment
model?

In the first year of this payment model, CDPHP pays primary care practices a $20,000 stipend
to support their time away from the practice engaging in: leadership and cultural assessments
by CDPHP; and four learning collaboratives that facilitate the sharing of best practices among
provider groups and provide additional education.

At the end of the year-long transformation program, practices receive a monthly risk-adjusted
capitated fee for primary care services per eligible member. CDPHP calculates these payments
based on patients’ prior diagnoses. (Sample payment rates provided by CDPHP for members
aged 18 and over ranged from $11.30 to $28.70 PMPM, but may not represent the minimum
and maximum payment rates available. Sample payment rates for members under the age of 18
include a base rate that ranged from $7.96 to $9.12 — but again, may not represent the
minimum and maximum rates available — plus a risk-adjusted case management fee that
ranged from $1.00-$10.00.) Participating providers receiving these primary care capitation
payments are still required to submit claims, to allow CDPHP to accurately assign claims-
based risk adjustment scores to patients and to ensure that patients are attributed to the correct
provider.

Participating providers also become eligible for an up to 20% pay-for-performance bonus
opportunity based on their performance on various measures (described in “Are there any
performance metrics?” below.)

In addition to these payments, CDPHP has provided “substantial” financial support for
practices to acquire electronic health record systems, establish connections to the local health
information exchange and achieve meaningful use designation.

Are there any
performance
metrics?

If so, what is
being
measured?

Cost or efficiency is assessed using a risk-adjusted relative utilization of health care resources
in six categories: inpatient hospital, emergency room, medical imaging, pharmacy, laboratory
and specialists. CDPHP uses a risk-adjusted total cost of care assessment that creates an index
of practice performance compared to the other practices in the network. The practice is then
assigned a rank of its efficiency performance, which creates an efficiency score.

Quality is assessed using HEDIS metrics or composites in four categories: population health
and prevention, management of chronic conditions, use of antibiotics and behavioral health, as
well as an experience of care composite of ten patient experience questions. CDPHP creates an
aggregate quality score by creating a ratio of the sum of the numerators to the sum of the
denominators in these measures. This aggregate quality score is then assigned a percentile
rank, which creates an effectiveness score.

Contract Number: HHSP-233201500040I 86




Model Name: Capital District Physicians’ Health Plan (CDPHP)’s Enhanced Primary Care (EPC)

Program

Are there any | Participating primary care practices have an incentive to adopt the PCMH model of care in
performance | order to become eligible to receive monthly primary care capitation payments. They also have
incentives? an incentive to reduce spending on categories of services included in the “efficiency score”

If so, what is | mentioned above, and to increase delivery of the services included in the “effectiveness score”
being above, in order to receive up to a 20% pay-for-performance bonus.

incentivized?

How do Information is not currently publicly available.

incentives

operate?

Isthis a This payment model relies on primary care practices continuing to submit fee-for-service
stand-alone claims to allow CDPHP to accurately assign claims-based risk adjustment scores to patients, to
payment ensure that patients are attributed to the correct provider, and to allow CDPHP to calculate
model or is it | quality and utilization measures that are used to determine pay-for-performance bonuses.

used with In addition, practices must continue to bill on a fee-for-service basis for certain services that
other are excluded from the primary care capitation payments (e.g., immunizations and skin
payment biopsies).

models?

Has the In 2014, an internal analysis using a matched comparison group reported that CDPHP realized
model been cost savings of $20.7 million directly related to the EPC program ($17.11 per EPC member per
evaluated? month). Approximately 60 percent of this savings was experienced by members within the
Who funded | commercial market, while approximately 20 percent was experienced by the sickest 10 percent
this of members in the Medicaid and Medicare markets.

evaluation?

The actual rate of visits for healthy members decreased as physicians found alternate ways of
providing necessary care, such as telehealth or group visits. At the same time, the rate of visits
went up for those with the greatest need — those covered by Medicaid and Medicare and the
sickest 10 percent of the population.

EPC providers received an estimated $12.8 million more in reimbursements and enhanced
bonuses than if they had not participated in the program. Primary care services cost an
additional $10.7 million ($8.91 PMPM) in 2014. This increase was offset by reductions of
$11.4 million ($9.46 PMPM) for outpatient services and $4.1 million ($3.35 PMPM) for
prescription drugs, among other categories.

From 2010 to 2014, EPC sites also achieved larger gains on a series of quality measures (e.g.,
breast and colorectal cancer screenings, childhood immunizations, childhood well visits) than
matched comparison practices.
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Model Name: Capital District Physicians’ Health Plan (CDPHP)’s Enhanced Primary Care (EPC)
Program

Other Investments by CDPHP: CDPHP made infrastructure investments for transformation in order
pertinent to build the capability to coach physician practices. CDPHP invested in resources such as a
information performance management department and additional analytics experts to support practices in
the program. This support includes:

- Engagement and training to achieve a cultural shift across organizational boundaries,
to create a more collaborative, patient-centered approach.

- Coaching and support of primary care practices to achieve NCQA Level 3 Patient-
Centered Medical Home recognition, a critical milestone in New York for practices to
receive value-based payments.

- Engagement with practices to help them identify and promote opportunities and
provide assistance with the clinical integration of care management.

Experience has shown that practices, overwhelmed with day-to-day operations, often do not
take the initiative to access the performance data. To address this, CDPHP proactively
provides them with the reports and highlights recommendations for specific areas of focus,
such as lowering number of visits to the emergency room or improving medication adherence.
Together, CDPHP and the practice use the data to develop detailed goals for improvement.

In addition, CDPHP staff members from the clinical areas of case and disease management,
behavioral health, and pharmacy are sometimes embedded within practices to assist in
coordination of care.

The above information was excerpted or summarized from these sources:

CDPHP, Enhanced Primary Care, available at: https://www.cdphp.com/providers/programs/enhanced-primary-care ; CDPHP,
Enhanced Primary Care: Primary Care for a New Era, available at:
https://www.cdphp.com/~/media/files/employers/epc_employer brochure.pdf; COPHP, CDPHP Enhanced Primary Care (EPC)
Initiative, available at: https://www.cdphp.com/~/media/files/providers/epc/enhanced-primary-care-summary.pdf; COPHP,
Enhanced Primary Care: Practice Transformation, available at: https://www.cdphp.com/~/media/files/providers/epc/enhanced-
primary-care-practice-transformation.pdf; CDPHP, Section 21 Enhanced Primary Care, Oct. 2015, available at:
https://www.cdphp.com/~/media/files/providers/poam/section-21-enhanced-primary-care-epc.pdf; Alliance of Community
Health Plans, Strengthening Primary Care for Patients: Capital District Physicians’ Health Plan, Inc., Albany, NY, 2013, available at:
http://www.achp.org/wp-content/uploads/CDPHP-ACHP-Strengthening-Primary-Care-Profile.pdf;

CDPHP, CDPHP Enhanced Primary Care (EPC) Initiative, available at:
https://www.cdphp.com/~/media/files/providers/epc/enhanced-primary-care-summary.pdf?la=en; Wood EF, Enhanced Primary
Care: The CDPHP Medical Home, available at:

https://www.health.ny.gov/health care/medicaid/redesign/dsrip/pps workshops/september 17-

18 2015/evolving role of mcos/docs/cdphp.pdf; Alliance of Community Health Plans, Rewarding High Quality: Practical Models
for Value-Based Physician Payment, April 20, 2016, available at: http://www.achp.org/wp-content/uploads/ACHP-

Report Rewarding-High-Quality 4.20.16.pdf.
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1.25 CareFirst (of Maryland, DC, & Northern Virginia) Patient-Centered Medical Home Program

Model Name: CareFirst BlueCross BlueShield’s Patient-Centered Medical Home
(PCMH) Program

Brief Description: Primary care physicians (PCPs) and nurse practitioners (NPs) who agree to form “panels” of

5-15 providers can participate in CareFirst’s PCMH Program. Through the program, panels can earn shared
savings add-on payments to their fee-for-service rates if their attributed patients’ total health care spending is
below their spending target. Panels must also meet a range of structural, process, and outcome measure targets
to qualify for these payments, and agree to various participation requirements (e.g., to only refer to other
providers in the CareFirst network). Providers do not have to pay CareFirst if costs exceed their spending target
— they take on no financial risk in this model.

Providers also are eligible to receive new $200 fees for developing a Care Plan for patients identified by
CareFirst as having a high Illness Burden Score, and $100 fees for Care Plan maintenance at periodic review
visits (on top of regular fees for these visits).

As of the end of 2015, nearly 1.2 million CareFirst enrollees in Maryland, D.C., and northern Virginia were in
this PCMH Program, being served by more than 4,000 primary care physicians (PCPs) and nurse practitioners
(NPs). The program started in 2011, and in 2013 was expanded to 35,000 Medicare FFS beneficiaries in 14 of
its panels, using funding from a CMMI Health Care Innovation Award (HCIA). If successful, CareFirst’s goal is
to expand participation to all Medicare FFS beneficiaries served by participating providers.

Developer: CareFirst BlueCross BlueShield and CareFirst BlueChoice (“CareFirst”)

What is the goal of
this payment
model?

The goal of the CareFirst PCMH Program is to address the continuing increases in
health care costs occurring in its service area. Its intent is to focus on root causes of
suboptimal quality and continuing cost growth. Its purpose is to reward PCPs for
providing, arranging, coordinating, and managing high-quality, efficient, and cost-
effective health care services.

How long has this
payment model
been in operation?
Where has it been
implemented?

The program was launched in January 2011 in Maryland, northern Virginia, and the
District of Columbia. As of the end of 2015, more than 4,000 primary care physicians
(PCPs) and nurse practitioners (NPs) were participating in the program, serving nearly
1.2 million CareFirst Members in this area. In 2013, CareFirst began a Medicare pilot
involving 14 panels serving 35,000 Medicare FFS beneficiaries, paid for using CMMI
HCIA funds.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed

“Panels” of PCPs and NPs are held financially responsible for health care costs from all
health care settings incurred by patients in their panel.

Types of patients
included

Patients included in panels are CareFirst members insured through individual policies,
small and mid-sized employer policies, the Federal Employees Health Benefit Plan, and
some large administrative-services only (ASO) self-insured employers.
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Model Name: CareFirst BlueCross BlueShield’s Patient-Centered Medical Home
(PCMH) Program

Method of
attributing patient
to participating
providers

CareFirst members are attributed to participating PCPs and NPs each month, based on
the following criteria: 1) the primary care provider that the member selected within the
last six months; or 2) if none selected, the primary care provider that the member visited
most frequently for primary care services in the past year; or 3) if none visited in the
past year, the primary care provider most visited in the year before that. If a member has
an active Care Plan established with a primary care provider, all prior steps are
overridden and the member is attributed to that provider. A patient can also be attributed
to a provider if the provider finds that the member is missing from their attribution list
and brings it to the attention of the plan.

Types of providers
participating in the
payment model

PCPs and NPs in good standing and contracted to render services in both the CareFirst
BlueChoice Participating Provider Network (HMO) and CareFirst Regional
Participating Preferred Network (RPN) are eligible to participate in this program. Such
providers must agree to form “panels” of 5-15 providers that agree to be collectively
held responsible for the cost and quality of their attributed patients’ care. PCPs and NPs
in small practices can form “virtual” panels by reaching out to other PCPs and NPs in
other practices to meet the minimum panel requirement of 5 providers (while still
remaining separate legal entities). Conversely, PCPs and NPs in large practices or
employed by health systems must organize themselves into panels of 5-15 providers.
PCPs and NPs who work in a multi-specialty group practice but mainly deliver primary
care may form a panel to participate in this program.

The entity
accountable to the

payer

“Panels” of 5-15 PCPs and/or NPs, described above.

The entity receiving
payment from the
payer (if different
from above)

Same as above.

How are providers
paid under the
payment model?

Participating providers who form a panel are converted to being paid using a different,
budget-neutral base payment approach, involving: a lower base fee schedule, plus a
12%-point “participation fee” added on to each fee-for-service payment. (This lower
base fee plus the 12%-point participation fee is equivalent to what their fee schedule
rates were before they joined the PCMH program — so if providers earn no shared
savings add-on payments, they will be no worse off financially for having participated
in this program.) Providers bill CareFirst on a fee-for-service basis throughout the year.
At the end of the year, if the total cost of all care received by a panel’s attributed
CareFirst patients is lower than the panel’s spending target (described below), the panel
is eligible to receive a shared savings add-on payment to the following year’s fee-for-
service rates.

Spending targets are set by calculating health care spending in all settings for attributed
patients in the year prior to entry into the program, which is then trended forward to
subsequent years using CareFirst’s “overall medical trend” (the expected or actual
change in all CareFirst health care costs in the region), and adjusted each year to reflect
the changing CareFirst Illness Burden Scores of attributed patients. Spending targets are
not re-based using actual panel spending in subsequent years, so panels have an
incentive to achieve savings as quickly as possible to maximize total savings earned
over the course of multiple years.
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Model Name: CareFirst BlueCross BlueShield’s Patient-Centered Medical Home
(PCMH) Program

Panels are eligible to receive shared savings payments if attributed patients’ spending is
below a panel’s spending target for that year, and additional criteria are met:
e The panel was responsible for at least 12,000 (in 2015) or 18,000 (in 2016)
CareFirst member months per year;
e The panel earned at least 22 out of 35 “Engagement” quality points in 2015, or
at least 35 or 50 “Engagement” points in 2016 (see below);
o The panel developed an average of at least 3 Care Plans per provider per year
(with at least 80% of providers contributing to this average) in 2015, or at least
5 Care Plans per provider (with 90% contributing to this average) in 2016;
e The panel’s providers attest to:
0 Obtaining patient consent to participate in the program;
0 Engaging with members that CareFirst thinks need Care Plans;
0 Communicating and cooperating with CareFirst care coordinators; and
0 Referring only to other CareFirst HMO and RPN providers;

If a panel’s actual spending is lower than their spending target, the amount of shared
savings add-on payment to be applied to the following year’s fee-for-service rates is
then calculated. This add-on percentage depends on the panel’s quality score (described
below) and the size of savings it generated, and can range from an additional 9%-points
to 67%-points added on to a panel’s base fee-for-service rates (which, as noted above,
are lower than they would be if the panel were not participating in this program). In
addition, panels that generate savings multiple years in a row qualify for an additional
“persistency award” of an additional 15%-points added to their base fee schedule rates
in its second “winning” year, then an additional 35%-points thereafter. This persistency
award was reduced to 10%-points and 20%-points, respectively, starting in 2015.

The program includes an individual stop loss protection limit per patient per year to
guard against extremely high-cost cases that could distort a panel’s financial results: if a
patient generates $75,000 in costs, only 20% of any costs beyond this threshold are
counted toward the panel’s financial performance.

In addition, participating providers are eligible to receive a $200 fee for developing a
Care Plan for a patient identified by CareFirst as having a high Illness Burden Score and
needing care management, and a $100 fee for Care Plan maintenance at each periodic
review visit (on top of regular fees for these visits) — but these payments are included
when calculating a panel’s financial performance. Providers are expected to work
collaboratively with and meet frequently with CareFirst’s local care coordinators to
create and maintain these Care Plans (or to have their own staff complete CareFirst care
coordinator certification), and to enter Care Plan updates in a CareFirst website, in
addition to recording this information in the provider’s own EHR.

Are there any
performance
metrics, if so, what
is being measured?

The PCMH program uses measures of spending, utilization, clinical quality, patient
experience, and practice structure and operational details to determine a panel’s quality
score, which is in turn used to determine the size of shared savings payments.

A 100-point “scorecard” measures five broad components (with the amount of available
points associated with each component in 2015 noted below - the relative weights of
each of these categories has changed over time):
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Model Name: CareFirst BlueCross BlueShield’s Patient-Centered Medical Home
(PCMH) Program

Has the model been | In March, 2013, CareFirst announced the selection of three teams of organizations to

evaluated? conduct independent, comprehensive evaluations of the PCMH program: 1) a joint team
Who funded this from Harvard University, Brandeis University and the Massachusetts Institute of
evaluation? Technology, 2) George Mason University, and 3) Westat. These groups will conduct

qualitative and quantitative analyses of the PCMH program. All three selected groups
have begun work on their evaluations, which will continue through 2017. Evaluation
reports are scheduled annually. The purpose of the evaluation is to understand how the
program is working and determine whether the program achieved improved patient
outcomes while reducing costs. Some early results have been published in PCPCC’s
annual reviews of the evidence of PCMH programs in recent years.

Other pertinent -CareFirst identifies the 3-7% of a panel’s patients with recent hospitalizations or ER
information visits and high CareFirst Illness Burden Scores who typically generate 30% of a panel’s
costs, and recommends that they develop Care Plans for these patients. Interestingly,
CareFirst does not recommend the sickest 2-3% of patients for Care Plans, since it
assumes those patients are already in the hands of specialists and it is not likely that
primary care providers can play a central role with these members.

-Obtaining formal recognition as a PCMH from NCQA or another accrediting body was
worth only 2% of a panel’s quality score from 2011-2015 (and was not mandatory), and
starting in 2016, it is no longer even considered when calculating a panel’s quality
score.

-Participating panels are given online access to:

e A roster of CareFirst patients attributed to their panel (including their CareFirst
Illness Burden Score);

e A Member Health Record, containing patients’ Care Plans, medical claims, etc.
(but not EHR data);

e An online referrals management system;

e Costs incurred and quality measure performance achieved so far (updated
monthly).

-Starting in 2016, CareFirst is offering additional incentive payments to high-
performing panels it invites to participate in its “PCMH Plus” program. CareFirst
members will be incentivized to choose these panels as their primary care provider,
through a deductible credit or a credit on a medical expense debit card.

The above information was excerpted or summarized from these sources:

CareFirst Patient-Centered Medical Home Program (PCMH). “Overview” and “Part lll: Building Blocks of the PCMH Program:
The Ten Essential Design Elements” in Program Description And Guidelines, 2014 available at:
https://provider.carefirst.com/carefirst-resources/provider/pdf/pcmh-program-description-guidelines.pdf
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1.26

Cigna Collaborative Care

Model Name: Cigna Collaborative Care

Brief Description: Cigna has entered into 156 ACO-style shared savings contracts with selected large
physician groups in 29 states. In addition to standard fee-for-service payments, participating medical groups
receive a semi-annual care coordination fee, which varies based on the expected impact of activities planned in
the first contract year (but was equivalent to $1.00-2.00 per patient per month in 2010 in two sample practices
profiled in Health Affairs). If the medical group meets minimum quality targets and its total medical cost trend
has improved by at least 2% relative to comparison practices in their area (which was the minimum savings
threshold in 2010, at least), Cigna increases the size of the medical group’s care coordination fee in the
following year, with the size of the fee increase varying depending on the medical group’s performance on cost
and quality measures. If performance is worse than a specific cost and/or quality benchmark (which appears to
be unspecified publicly), care coordination fees are reduced in subsequent years. When calculating cost
performance, Cigna risk adjusts the spending generated by a medical group, and does not count any costs over
$100,000 for an individual patient. The shared savings percent does not appear to be publicly available.

Developer: Cigna Corporation

What is the goal of
this payment model?

The company wants to achieve the same population health goals as accountable care
organizations: better health, affordability, and experience.

How long has this
payment model been
in operation?
Where has it been
implemented?

The program has been operational since 2008, when it was launched as the “Cigna
Accountable Care” initiative. There are now 156 Cigna Collaborative Care
arrangements with large physician groups in 29 states covering 1.7 million commercial
customers, 34,000 primary care physicians, and 36,000 specialists.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Participating medical groups are held accountable for total medical costs, which
include allowable charges typically covered under medical plan benefits (e.g., inpatient
facility, outpatient facility, professional, and ancillary expenses), except retail and mail
pharmaceuticals and behavioral health benefits appear to be excluded, based on a 2012
Health Affairs article.

Types of patients The model covers patients insured by Cigna and receiving care from a participating
included? medical group.
Method of Patients are aligned to the practice that they receive the majority of their primary care

attributing patients
to participating
providers

from.

Types of providers
participating in the
payment model?

Cigna currently has contracts with large primary care practices, multi-specialty groups,
fully-integrated delivery systems, physician-hospital organizations, independent
practice associations/independent physician associations. Cigna looks to partner with
medical groups that have or are on track to receive NCQA PCMH or ACO
accreditation, are participating in the Medicare Shared Savings Program, provide care
to at least 5,000 Cigna customers, have full organizational commitment to the triple
aim, and meet other criteria.

The entity
accountable to the
payer?

The medical group is accountable to the payer.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.
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Model Name: Cigna Collaborative Care

How are providers
paid under the
payment model?

Although Cigna’s payment model is currently called Cigna Collaborative Care, details
are only available for a predecessor model called Cigna Accountable Care.

In addition to standard fee-for-service payments, participating medical groups receive a
semi-annual care coordination fee, which varies based on the expected impact of
activities planned in the first contract year (but was equivalent to $1.00-2.00 per patient
per month in 2010 in two sample practices profiled in Health Affairs). If the medical
group meets minimum quality targets and its total medical cost trend has improved by
at least 2% relative to comparison practices in their area (which was the minimum
savings threshold in 2010, at least), Cigna increases the size of the medical group’s
care coordination fee in the following year, with the size of the fee increase varying
depending on the medical group’s performance on quality measures. If performance is
worse than a specific cost and/or quality benchmark (which appears to be unspecified
publicly), care coordination fees are reduced in subsequent years. When calculating
cost performance, Cigna risk adjusts the spending generated by a medical group, and
does not count any costs over $100,000 for an individual patient. The shared savings
percent does not appear to be publicly available. Care coordination fees are counted as
total medical costs for purposes of calculating shared savings payments.

Are there any
performance
metrics?

If so, what is being
measured?

It appears that 69 evidence-based measures of care were used to assess participating
medical groups’ quality in this program in 2010.

Cigna also provides medical groups with quality measure reports that show how their
performance compares to comparison practices in their area. These reports asses
performance in five areas:

1. Access: ER visit rate totals for minor illnesses, chronic illnesses and frequent
utilizers.

2. Optimal Care Coordination: Inpatient admission, with a focus on avoidable
admissions and readmission rates.

3. Adherence to evidence-based medicine: Preventive care (e.g., mammography
rate), chronic care (e.g., appropriate diabetes testing) and acute care (e.g., high-tech
imaging rates).

4. Appropriate Prescribing: Generic fill rate and formulary adherence.

5. Value-Based Referrals: Use of preferred laboratories or preferred specialists to
achieve the greatest quality and cost-efficiency results.

It is unknown whether there is overlap between the measures used to calculate the size
of care coordination fee increases and the measures distributed to practices in quality
measure reports.

Are there any
performance
incentives?

If so, what is being
incentivized?

Participating medical groups are incentivized to meet minimum absolute targets or
improvement gains on specified quality measures in order to quality for increases to
their care coordination fee. They also appear to be incentivized to perform highly on
these measures, since higher performance appears to yield higher fee increases.

How do incentives
operate?

See previous row.
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1.27 City and County of San Francisco ACO Collaboration

Model Name: City and County of San Francisco ACO Collaboration

Brief Description: Launched in 2011, the San Francisco ACO (SFO ACO) collaboration evolved from an
accountable care pilot program developed between Blue Shield of California, Catholic Healthcare West, and
Hill Physicians a year earlier in Sacramento to care for employees and dependents of CalPers. SFO ACO was
designed as a patient centered medical home that provides coordinated comprehensive health services to HMO
enrollees of the San Francisco Health Service System (HSS). Partners in this collaboration include Blue Shield
of California, five physician groups — Brown & Toland Physicians, California Pacific Medical Center, Catholic
Healthcare West (Dignity Health), Hill Physicians Medical Group, and University of California, San Francisco
— and eight area hospitals. The initiative is designed to drive health care transformation through integrated
processes of care, use of clinical best practices, data integration, alignment of provider financial incentives, and

collective monitoring of process and outcome measures.

Developer: The Health Service System of the City & County of San Francisco and Blue Shield of California

What is the goal of
this payment model?

The goal of this model is ensure the continued affordability of health care by
improving the quality and long term efficiency of services offered.

How long has this
payment model been
in operation?
Where has it been
implemented?

The model has been in operation since July 2011 and is centered in Northern
California.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Health care settings represent the care continuum from primary care physician, acute
care hospitals, and post-acute providers.

Types of patients Enrollees include approximately 26,000 (in 2011) city employees, dependents and
included? retirees of the San Francisco Health Service System enrolled in the Blue Shield HMO.
Method of [Not stated]

attributing patients
to participating
providers

Types of providers
participating in the
payment model?

Full range of physicians and hospitals

The entity
accountable to the
payer?

Affiliated physician groups and hospital partners are accountable to the payer.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

Partners contribute to cost savings and are at financial risk for any variance from
targeted cost reduction goals.
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Are there any
performance
metrics?

If so, what is being
measured?

Financial and utilization metrics are monitored. Specific initiatives are designed to
reduce hospital readmissions, enhance patient wellness, and increase generic drug
prescribing.

Are there any
performance
incentives?

If so, what is being
incentivized?

Incentive payments are based on meeting cost goals.

How do incentives
operate?

Claims-based targets are set as a cost per insured life. Providers are incentivized to
attain these cost levels and are awarded bonuses if achieved. The payout allocation
between the medical groups and associated facilities is negotiated by Blue Shield and
HSS.

Is this a stand-alone
payment model or is
it used with other
payment models?

Information is not currently publicly available.

Has the model been
evaluated?

Who funded this
evaluation?

No formal evaluation is mentioned. Analyses conducted by Blue Shield and the San
Francisco Health Service System found the following results for period between July
1, 2011-June 30, 2012:

Brown & Toland: admissions/1,000 declined by 13%; days/1,000 declined by 12%;
ER visits increased by 2%.

Dignity Health & Hill Physicians: admissions/1,000 declined by 13%; days/1,000
declined by 19%; average length of stay declined by 7%; and ER visits declined by
5%.

Other pertinent
information

The Blue Shield accountable care model has expanded beyond the Northern
California region. There are currently 35 similar ACO collaborations covering more
than 325,000 lives.

The above information was excerpted or summarized from these sources:

Aon Hewitt Health and Benefits Consulting, “Health Service Board Rates and Benefits Committee Meeting: Blue Shield
Medical Group ACO Review,” April 10, 2014. Available at:

http://www.myhss.org/downloads/board/regular meetings/2014/RM 041014 BlueShieldACO.pdf. Accessed August 30,

2016.

Blue Shield of California, “Blue Shield of California and Leading Healthcare Providers to Collaborate on Coordinated Care
Model that Ensures No 2011-2012 Rate Increase for City and County of San Francisco,” March 2, 2011. Available at:
https://www.blueshieldca.com/bsca/about-blue-shield/media-center/coordinated-care-SF.sp. Accessed August 30, 2016.

City and County of San Francisco Health Service System, “City and County of San Francisco ACO Collaboration
Accomplishments,” November 8, 2012. Available at:
http://www.myhss.org/downloads/board/regular meetings/2012/RM 110812 ACOPresentation.pdf. Accessed August 30,

2016.
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1.28

Community Health Choice’s Maternity and Newborn Care Bundled Payment Pilot

Model Name: Community Health Choice’s Maternity and Newborn Care Bundled Payment Pilot

Brief Description: Community Health Choice, a Medicaid managed care organization, has been paying two
hospitals in Texas a bundled episode payment for maternity and newborn care since 2015. The bundle includes
maternity care, including prenatal visits up to 270 days prior to a delivery, and extends 60 days post-delivery; it
also includes all care delivered to newborns during the hospital stay and up to 30 days after hospital discharge.
Providers can earn shared savings bonuses in Year 1, and are subject to two-side shared savings risk in Year 2.
This pilot is projected to pay for about 2,000 of the 24,000 deliveries paid for annually by Community at these

two hospitals.

Developer: Community Health Choice, Inc. (a non-profit HMO in Houston, TX) with involvement from the
Health Care Incentives Improvement Institute (the developers of the PROMETHEUS model)

What is the goal of this
payment model?

Community’s goal was to develop an innovative payment program that would
incentivize the right care, the right amount of care and improved outcomes, but
save money at the same time.

How long has this
payment model been in
operation?

Where has it been
implemented?

This pilot began on March 1, 2015 at the University of Texas (UT) Medical School
in Houston (which includes Memorial Hermann-Texas Medical Center hospital
and Harris Health System's Lyndon B. Johnson Hospital) and the UT Medical
Branch in Galveston. It was initially expected to be a two-year pilot, but a publicly
available slide presentation mentions plans for “Year 3 and beyond.”

Type(s) of health care
services, medical
conditions, and health
care settings addressed?

The bundle includes maternity and newborn care, physician services, inpatient
services at hospitals (including NICU stays), and ancillary services.

Types of patients
included?

Medicaid managed care (HMO) enrollees insured by Community Health Choice,
Inc. seeking maternity care at University of Texas (UT) Medical School in
Houston and the UT Medical Branch in Galveston.

Method of attributing
patients to participating
providers

Providers identify eligible patients.

Types of providers
participating in the
payment model?

Participating providers include physicians (specializing in obstetrics/gynecology,
maternal-fetal medicine, pediatrics, and neonatology), hospitals, and providers of
ancillary services.

The entity accountable
to the payer?

University of Texas Medical School in Houston and the UT Medical Branch in
Galveston.

The entity receiving
payment from the payer
(if different from
above)?

Information is not currently publicly available.

How are providers paid
under the payment
model?

Providers are given a spending target for a bundle of services to be provided during
a specified episode. The spending target or bundled payment price covers all
maternity services provided from the first prenatal visit through to 60 days after
delivery, and the delivery stay plus all care provided to newborns up to 30 days
after hospital discharge.

There appear to be different bundled payment prices for pregnancies of different
complexity: (1) a payment rate for vaginal or caesarean section births ($8,952 —
which includes $5,803 for pregnancy and delivery, and $3,149 for neonate); (2) a
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payment rate for births requiring Level 1, 2, or 3 hospital nursery services (with
higher levels needed for babies born more prematurely); and (3) a payment rate for
births requiring Level 4 nursery services (the most acute care available for
newborns). The bundled payment price is set using historical average costs and
adjusted based on the mother’s risk factors to arrive at a patient-specific bundled
payment amount.

At the end of a pilot year, the actual cost of an episode is calculated and reconciled
against the bundled episode payment. In the first year of the pilot, providers faced
one-sided risk: they could earn bonus payments if the cost of the episode was less
than the bundled payment amount. In the second year, providers face two-sided
shared savings risk: they can earn bonuses if they meet quality measure targets and
the cost of care is less than the bundled payment amount, but if the cost of care
exceeds the bundled payment amount they must absorb those losses. In Year 3,
Community plans to “move away from current contractual payments to flat dollar
or other budget payments with reconciliation.”

Are there any
performance metrics?
If so, what is being
measured?

In Year 1, a quality measurement scorecard was used for monitoring purposes and
to set Year 2 performance targets that must be met in order to earn shared savings
payments. Measures in this scorecard include:

Patient-Reported Outcome Measures (PROMS): the Childbirth Connection
PROM Survey (inclusive of birth information, prenatal care, birth experience, and
postpartum care).

Normal birth weight: Prenatal care and screenings; Delivery care (cesarean section
rate, elective deliveries); Postpartum care with depression screening; Baby care

(breastfeeding, hepatitis B vaccine).

Low birth weight: Similar to normal birth weight measures, plus NICU infection
rates.

Additional measures are used for monitoring purposes only.

Are there any
performance incentives?
If so, what is being
incentivized?

Providers have an incentive to minimize the cost of maternity and newborn care,
while providing enough care to perform highly enough on quality measures in
Year 2 to qualify to receive shared savings payments.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is it
used with other
payment models?

This payment model is layered on top of fee-for-service payments. Providers bill
the payer on a fee-for-service basis during the episode. At the end of the year,
reconciliations are done and payments are paid or penalties are imposed.

Has the model been
evaluated?

Who funded this
evaluation?

No formal evaluations are available.
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Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:

Love K, Maternity and Newborn Care Bundled Payment Pilot, available at:
http://www.ehcca.com/presentations/BPSummit5/love_t4.pdf; Hawryluk M, “Pilot pregnancy program aims to reduce
costs, improve outcomes,” Houston Chronicle, June 2, 2015, available at:
http://www.houstonchronicle.com/news/health/article/Pilot-pregnancy-program-aims-to-reduce-costs-6302928.php.
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1.29 Community Oncology Medical Home (COME HOME)

Model Name: Community Oncology Medical Home (COME HOME)

Brief Description: The COME HOME is a care delivery model that has been piloted in seven practices
through a $20 million CMS Health Care Innovation Award (HCIA) and, more recently, has been supported in
one practice through payments per member per month (PMPM) from Blue Cross Blue Shield of New Mexico.
The model targets newly diagnosed or relapsed Medicare, Medicaid, and commercially-insured cancer patients,
and offers them comprehensive outpatient oncology care, including extended clinic hours, patient education,
team care, medication management, 24/7 practice access, and inpatient care coordination. The CMS grant was
used to fund nurses, data analysts, patient care coordinators, telephone triage operators (a key aspect of the
program), and other office staff and clinical managers. (Funds could not be used to pay for any services that are
already payable through existing Medicare FFS E/M codes.) The model’s developer projected that the three-
year, seven-practice pilot would reduce the expenditures of 8,022 Medicare beneficiaries by $33.5 million
($4,178 per beneficiary per year), through reduced hospital admissions, ED visits, and pharmacy costs. In
February 2016, Blue Cross began offering payments PMPM to the Albuquerque office of the New Mexico
Cancer Center; the size of payments is unavailable publicly, but varies depending on whether the patient is in
the “initial assessment” stage, “active treatment” stage, or “post-treatment” stage.

Developer: Dr. Barbara McAneny, of the New Mexico Cancer Center and Innovative Oncology Business
Solutions

What is the goal of this | The goal of this care delivery model is to improve health outcomes, enhance patient
payment model? care experiences, and significantly reduce costs of care.

As the payer, Blue Cross’s goals are to provide more coordinated care for members
by improving their access to physicians, improving their care, and cutting out
unnecessary services.

How long has this This care delivery model was funded by a three-year grant from CMMI that began
payment model been in | in 2012. Seven community oncology practices are participating in the COME
operation? HOME pilot:

Where has it been

implemented? - Austin Cancer Center

- Ft Worth Centers for Cancer & Blood Disorders
- Dayton Physicians Network

- New England Cancer Specialists

- New Mexico Cancer Center

- NW Georgia Oncology Centers

- Space Coast Cancer Center

Blue Cross began making payments to the Albuquerque office of the New Mexico
Cancer Center in February 2016.

Type(s) of health care | COME HOME clinics deliver all outpatient cancer care, including: “triage

services, medical pathways that ensure patients receive the right care for all aspects of cancer care,
conditions, and health | diagnostic pathways that address appropriate imaging, pathologic testing and
care settings molecular diagnostics, and therapeutic pathways delineating chemotherapy,
addressed? radiation oncology, supportive care, and surgery (when applicable).” In addition,

the enhanced services offered include: “patient education and medication
management counseling, team care, 24/7 practice access (telephone triage,
night/weekend clinic hours, and on-call oncologists), on-site or near-site imaging
and laboratory testing, and admitting physicians who shepherd patients through
inpatient encounters, avoiding handoffs and readmissions, to ensure seamless, safe
and efficient care.”
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Types of patients
included?

The targeted patients include newly diagnosed or relapsed Medicare, Medicaid and
commercially insured patients seeking oncology care at one of 7 participating
clinics with one of the following seven cancer types: breast, lung, colon, pancreas,
thyroid, melanoma and lymphoma. This totaled 26,548 unique patients as of March
31,2015.

As of March 2016, approximately 50 patients were enrolled in this program at the
Albuquerque office of the New Mexico Cancer Center and eligible for payments
PMPM from Blue Cross. This number is expected to eventually increase to 150
patients.

Method of attributing
patients to
participating providers

Information is not currently publicly available.

Types of providers
participating in the
payment model?

Information is not currently publicly available.

The entity accountable
to the payer?

The entity responsible is the community oncology practice.

The entity receiving
payment from the
payer (if different from
above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

The Albuquerque office of the New Mexico Cancer Center receives payments
PMPM which vary in size depending on whether the patient is in the “initial
assessment” stage, “active treatment” stage, or “post-treatment” stage. (Specific
amounts are not available.)

Are there any
performance metrics?
If so, what is being
measured?

For the CMS HCIA grant, several types of measures were used:
Structural measures:
- Extended hours
- Number of same-day appointment slots available
- EHR down-time
- Pulls of data from EHR into other systems
- Missing records and incomplete data
Process Measures
- Compliance reports of triage for symptom management pathways
- Treatment dashboards for adherence to clinical pathways
- Number of extended hours visits per month
- Number of calls triaged per month
- Number of triage pathways used
- Percentage of patients staged (QOPI) within one month of diagnosis
Outcome Measures
- Patient satisfaction survey (e.g., getting an appointment and starting
treatment for a condition that needed care right away)
- ED utilization (data from CMS)
- “Real time comparative effectiveness research of clinical pathways” (e.g.,
percentage of patients completing regimen on time; percentage of patients
who accessed required auxiliary pathways — nausea, diarrhea, etc.)

Contract Number: HHSP-233201500040I

103




Model Name: Community Oncology Medical Home (COME HOME)

Are there any
performance
incentives?

If so, what is being
incentivized?

Information is not currently publicly available.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is it
used with other
payment models?

Information is not currently publicly available.

Has the model been
evaluated?

Who funded this
evaluation?

Researchers from the University of Tennessee Health Science Center’s Department
of Preventive Medicine, led by Dr. Teresa Waters, “are providing expertise and
manpower to support COME HOME s real-time outcome evaluation and cost
analysis.”

Additionally, the Brookings Institution released a case study of the COME HOME
model which includes a description, lessons learned, and recommendations for the
program (Sanghavi, et al).

Other pertinent
information

The COME HOME model builds on the concept of a patient-centered medical home
by including seven important components: (1) an ongoing relationship with a
personal physician to provide first contact, continuous and comprehensive care; (2)
physician-directed team care; (3) whole person orientation; (4)
integrated/coordinated care; (5) evidence-based medicine and performance
measurement to assure quality and safety; (6) enhanced access; and (7) payment to
recognize the value-added of a medical home.

The above information was excerpted or summarized from these sources:

The COME HOME Program. http://www.comehomeprogram.com/index.php/come-home-practices/; “Oncology Medical
Home: Effect on cost of care,” presentation by Barbara McAneny,
http://www.p4psummitportal.com/assets/468/resources/mcaneny 1.pdf; Sanghavi, et al, “Transforming Cancer Care and

the Role of Payment Reform- Lessons from the New Mexico Cancer Center,” August 2014,https://www.brookings.edu/wp-
content/uploads/2016/06/0ncology-Case-Study-August-2014-FINAL-WEB.pdf.
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1.30 Geisinger Health System’s Physician Compensation Model

Model Name: Geisinger Health System’s Physician Compensation Model (as of 2012)

Brief Description: Geisinger’s compensation model for salaried physicians has two components: their base
salary (80% of their pay) is based on past productivity, experience, and the market rate for that specialty; the
remainder takes the form of incentive payments. For specialists, these are based on: quality (40%); delivering
selected innovative new care processes (10%); legacy (i.e., educational and research activities) (10%); efforts
to attract new business for Geisinger (15%); and productivity (25%).

Primary care physicians’ base salary constitutes 78.5% of their pay. They receive another 8% for active
participation in Geisinger’s medical home program. The remaining 13.5% is based on: quality (60%);
citizenship (6%); and productivity (34%).

As of 2012, 220 primary care and 654 specialty physicians were employed by Geisinger and paid under this
model.

Developer: Geisinger Health System

What is the goal of | Geisinger’s physician compensation approach incorporates its strategic vision of

this payment improving the quality and efficiency of care through innovation and integration of care.
model?

How long has this | This compensation model was implemented in 2002 across the Geisinger Health
payment model System, which is a nonprofit, integrated delivery system that consists of tertiary and

been in operation? | community hospitals, outpatient facilities, and nearly 60 community practices,
Where has it been | distributed predominantly in central and northeast Pennsylvania. As of 2012, 220
implemented? primary care and 654 specialty physicians were employed by Geisinger and therefore
received compensation under this model.

Type(s) of health All services delivered by salaried physicians at Geisinger.
care services,
medical conditions,
and health care
settings addressed

Types of patients All patients treated by a physician employed by Geisinger.

included

Method of Not applicable — patients are not attributed to providers for purposes of this model.
attributing patient | Physicians’ productivity is measured by fee-for-service work units for all care provided
to participating to all patients.

providers

Types of providers | Primary care physicians and specialists employed by Geisinger.
participating in the
payment model

The entity Not applicable — this is a model for how an entity that receives payments from payers
accountable to the | distributes these funds to employed physicians.

payer

The entity See above.

receiving payment
from the payer (if
different from
above)

Contract Number: HHSP-233201500040I 105



Model Name: Geisinger Health System’s Physician Compensation Model (as of 2012)

How are providers
paid under the
payment model?

Specialists’ base compensation (the 80% delivered in monthly paychecks) is set for
each physician based on productivity (as measured by panel size, number of patients
seen, and number of work relative value units (RVUs) generated, which measure the
time, skill, judgment, and stress involved in delivering various services, and other
factors; teaching, research, and administrative activities are also considered. The
remaining 20% of specialists’ compensation takes the form of incentive payments,
which are based on: quality (40%); innovation — e.g., making sure all CABG patients
meet 120 best practice treatment requirements (10%); legacy — i.e., completing
educational and research efforts, such as completing resident evaluations within 30
days (10%); growth — i.e., efforts to increase the population that Geisinger serves —
e.g., by developing Spanish podcasts for a women’s health website (15%); and
financial — i.e., productivity over the last 6 months, relative to a 60" percentile
benchmark (25%).

Primary care physicians’ base salary constitutes 78.5% of their total pay and is
adjusted every 6 months, based on their productivity in the previous year. Another 8%
of pay comes in the form of payments for active participation in Geisinger’s medical
home model of care delivery. The remaining 13.5% of pay is based on: quality (60%);
citizenship — i.e., collaboration and teamwork with colleagues (6%); and financial
performance — i.e., productivity (34%).

Are there any
performance
metrics, if so, what
is being measured?

Measures used to calculate the “quality” proportion of physicians’ incentive payments
differ by specialty, but include clinical outcome measures (e.g., the % of diabetics with
certain hemoglobin Alc levels), clinical process measures (e.g., delivering the care
processes included in the ProvenCare bypass surgery bundle), and patient satisfaction
measures.

Are there any
performance
incentives, if so,
what is being
incentivized?

Physicians are incentivized to maximize their productivity (i.e., the number of work
RVUs they deliver to patients), and deliver high-quality care. Specialists are further
incentivized to deliver care using recommended protocols, complete educational and
research responsibilities, and generate new business for Geisinger. Primary care
physicians are incentivized to participate in Geisinger’s medical home effort and be a
good Geisinger citizen by collaborating with other staff.

How do incentives
operate?

See “How are providers paid under the payment model?” above. On average,
physicians have 4-5 clinical quality measures that determine the size of their “quality”
incentive payment.

Is this a stand-
alone payment
model or is it used
with other payment
models?

This payment model relies on fee-for-service work units to measure physicians’
productivity.

Has the model been
evaluated?

Who funded this
evaluation?

No evaluation has been conducted that we are aware of. Furthermore, a 2012 Health
Affairs article by Geisinger staff indicated that the compensation model is modified
each year and not structured as a tightly controlled experiment for which scientifically
valid results could be reported.
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Other pertinent -Quality metrics are defined for each specialty through iterative discussions between
information specialty leaders and Geisinger senior management.

-Most of Geisinger’s clinical care is paid for under fee-for-service contracts.
-Geisinger believes the % of physician compensation determined by performance
incentives is probably lower at most other delivery systems.

The above information was excerpted or summarized from these sources:

Thomas H. Lee, Albert Bothe and Glenn D. Steele, “How Geisinger Structures Its Physicians’ Compensation To Support
Improvements In Quality, Efficiency, And Volume,” Health Affairs, 2012: 31(9): 2068-2073. Available at:
http://content.healthaffairs.org/content/31/9/2068.abstract; Glenn D. Steele, Jr., “A Proven New Model for Reimbursing
Physicians,” Harvard Business Review, September 15, 2015. Available at: https://hbr.org/2015/09/a-proven-new-model-for-
reimbursing-physicians.
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1.31 Geisinger Health System’s ProvenCare® Acute Episodes of Care

Model Name: Geisinger Health System’s ProvenCare® Acute Episodes of Care

Brief Description: ProvenCare® Acute is Geisinger’s bundled episode payment program that is designed to promote
clinical best practices for certain “acute-care” procedures and conditions. It involves redesigning the clinical
workflow and EHRs to improve provision of evidence-based care. This is done along with setting an episode price. It
is a prospective payment retrospectively reconciled against claims, with upside gainsharing and/or downside risk.
This model is also referred to as the “warranty” model where the episode price usually includes risk for the services
provided in post-procedure period up to a certain time period. In other words, Geisinger offers a warranty against
complications related to their service based on the confidence they have in best practices they implement. For
example, in the first ProvenCare Acute model for coronary artery bypass graft (CABG), with implementation of 40
best practices, the episode price for the surgery includes CABG-associated follow-up treatment for up to 90 days.
The fixed price for CABG was set at the historical payment for a typical CABG hospitalization plus 50 percent of the
average cost of post-acute care over 90 days (including readmissions).

Launched in 2006, ProvenCare Acute is now available for more services, including procedures such as angioplasties,
cardiac bypass surgeries, cataract surgery, bariatric surgeries, hip and knee total replacements, perinatal care. This
profile will focus only on ProvenCare Acute models for episodes of coronary artery bypass graft (CABG) and
perinatal care as well-developed examples of this approach.

Developer: Geisinger Health System

What is the The goal of ProvenCare is to promote delivery of evidence-based medicine. According to

goal of this Geisinger, ProvenCare is a collaborative approach to medicine that focuses on getting medical
payment teams, patients, and families on the same page while eliminating unnecessary and possibly harmful
model? care.

How long has | The program was implemented in 2006 with a model for coronary artery bypass graft. It was
this payment | implemented in all 3 hospitals in the Geisinger Health System in Pennsylvania.
model been in

operation? In 2008, the perinatal care model was implemented in 22 practice sites spanning 31 counties.
Where has it | Infants were delivered at two Geisinger tertiary care centers and two non—Geisinger community
been hospitals.

implemented?

Type(s) of The CABG model included preoperative, inpatient, and postoperative care within 90 days of an
health care elective CABG.

services,

medical The perinatal model incorporates all prenatal, labor and delivery, and postpartum care. Patients
conditions, have an average of 13 clinic visits during the pregnancy plus an inpatient stay. The model expects
and health that at least 12 continuous weeks of prenatal care and delivery must be performed by a Geisinger
care settings provider. The episode begins with the identification of the pregnancy in the first or second
addressed? trimester and concludes with postpartum visits 21-56 days post-delivery. Usually low-risk patients

were included and excluded patients were: late referrals, high-risk patients, members without
continuous enrollment during the entire episode or other primary coverage.

Neonatal care is not included in the perinatal model. The global payment for perinatal care includes
technical and professional, physician, consultations, and supporting clinician fees. In the prenatal
phase, only professional and outpatient services (including routine testing) are covered and in the
postpartum phase, inpatient readmissions, outpatient, and professional services are covered. Goals
included seeking reductions in C-section rates and premature births, enhancing management of
comorbid conditions and improving fetal/child health and wellness.

Types of Patients seeking care (in this case CABG surgery and perinatal care) at Geisinger’s facilities.
patients
included?
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Method of
attributing
patients to
participating
providers

Information is not currently publicly available.

Types of
providers
participating
in the
payment
model?

Multi-disciplinary teams of surgeons and other providers at Geisinger’s hospitals and health care
facilities. For perinatal model, it includes non-Geiringer community hospitals.

The entity
accountable
to the payer?

Geisinger providers.

The entity Information is not currently publicly available.

receiving

payment from

the payer (if

different from

above)?

How are Payment to providers is made prospectively and then retrospectively reconciled against claims
providers based on the pre-set episode price. In the CABG model, there is only upside gainsharing for
paid under providers where as in the Perinatal care model, there is both upside gainsharing and downside risk
the payment for providers.

model?

The flat fee or episode price is negotiated and based on historical cost and reimbursement data.

In CABG, a single payment is made to the hospital system and a single payment to the provider
system (payment to the provider is allocated to multiple service lines or provider encounters i.e.,
CABG surgery, anesthesiology, cardiology; presumably the allocation is done by Geisinger, but the
allocation approach is not clearly explained in available sources).

Are there any
performance
metrics? If so,
what is being
measured?

CABG: Geisinger followed guidelines developed by the American Heart Association (AHA) and
the American College of Cardiology (ACC) in the “AHA/ACC 2004 Guideline Update for CABG
Surgery”. These guidelines initially led to 40 best practices measures which have now become
more than 120.

Perinatal care: A combination of evidence-based medicine promoted through Institute for Clinical
Systems Improvement (ICSI) health care guidelines and consensus-driven guidelines promoted
through the American College of Obstetricians and Gynecology (ACOG) led to 103 unique best
practice measures which would be tracked for every patient. Even though neonatal care is not
included in the bundle, the best practices track measures such as the reason for a NICU admission,
NICU length of stay, and NICU outcomes. This is done as a way of assessing the quality the
prenatal care that was provided to the mother.

Are there any
performance
incentives?

If so, what is
being
incentivized?

The goal of the ProvenCare Acute episode payment is to promote adoption of evidence-based
medicine and best practices of care.
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Model Name: Geisinger Health System’s ProvenCare® Acute Episodes of Care

How do In the CABG model, after incorporating 40 best practices for CABG management, Geisinger

incentives developed an episode price for the preoperative, inpatient, and postoperative care within 90 days,

operate? which is what the payers paid Geisinger. At Geisinger, those responsible for the clinical services
agreed to reduce their readmission rate as one measure of complication. Following that, Geisinger
reduced the cost of its historical readmission rate to the payer by 50% upfront. If Geisinger reduced
their CABG-related readmission rate by more than 50%, it would be an opportunity for them to
earn profits. Whether or not Geisinger actually reduced the readmission rate, the payer still saves
50% of what they would have paid, on average, historically.

Is this a This approach seems to use underlying FFS payment rates to set the episode price as well as to

stand-alone price claims for the purpose of the retrospective reconciliation.

payment

model or is it

used with

other

payment

models?

Has the model
been

Evaluations have been published in peer-reviewed journals.

evaluated? n the CABG model, according to an analysis published in 2007 in the Annals of Surgery,
Who funded ProvenCare:
this
evaluation? - reduced average length of stay by 16% from 6.3 to 5.3 days and that was reflected in a 5%
reduction in hospital charges; and
- reduced 30-day readmission rates by 15.5 percent from 7.1% to 6%.
The Health Care Payment Learning & Action Network included some preliminary results related to
the Perinatal model, but the explanation of methods and findings were not sufficient to be reported
here.
Other Geisinger also has developed bundled payment approaches for conditions such as diabetes,
pertinent congestive heart failure, hypertension, COPD under “ProvenCare Chronic and Prevention.” These
information are complex bundles because of comorbid conditions that involve overlapping bundles and not

addressed here.

The above information was excerpted or summarized from these sources:

ProvenCare, website: http://www.geisinger.org/sites/provencare/; The Health Care Payment Learning & Action Network
(LAN), “Accelerating and Aligning Clinical Episode Payment Models”, August 1, 2016, available at: http://hcp-
lan.org/workproducts/cep-whitepaper-final.pdf; Casale et al, “"ProvenCareSM": a provider-driven pay-for-performance

program for acute episodic cardiac surgical care”, Annals of Surgery, October 2007, available at:
http://www.ncbi.nlm.nih.gov/pubmed/17893498; Berry et al, “ProvenCare Perinatal: A Model for Delivering

Evidence/Guideline-Based Care for Perinatal Populations” The Joint Commission Journal on Quality and Patient Safety, May
2011, available at: http://www.ncbi.nIm.nih.gov/pubmed/21618899; Paulus et al, “Continuous Innovation In Health Care:
Implications Of The Geisinger Experience”, Health Affairs, September 2008, available at:
http://content.healthaffairs.org/content/27/5/1235.full; Henry, Robert, “ProvenCare: Geisinger's Model for Care

Transformation through Innovative Clinical Initiatives and Value Creation- Interview with Ronald A. Paulus”, American Drug
Health Benefits, April-May, 2009, available at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4106555/
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1.32 Horizon Blue Cross Blue Shield of New Jersey Episodes of Care Program

Model Name: Horizon Blue Cross Blue Shield of New Jersey Episodes of Care program

Brief Description: Horizon Blue Cross Blue Shield of New Jersey has implemented an episode of care (EOC)
payment model structured around an episode that involves a single physician or practice providing a full spectrum of
care related to a specific service within a defined time period. The program began with episode payments for hip and
knee total joint replacement and then expanded to knee arthroscopy, maternity care, colonoscopy, breast cancer,
colon cancer, lung cancer, heart failure, coronary artery bypass graft and hysterectomy. The physician or practice at
the center of the episode is called the “conductor”. Payments are based on retrospective reconciliation (usually
quarterly) against a target price and savings, if any, are shared with the “conductor” after adjustment based on
performance on a set of quality measures and patient satisfaction scores. There is no downside risk. The episodes are
built using PROMETHEUS algorithms.

Developer: Horizon Blue Cross Blue Shield of New Jersey

What is the goal of Horizon BCBSNJ’s EOC program goals are to achieve better quality outcomes, improve the
this payment model? | patient experience and reduce the total cost of care using national quality standards and best
practices for these procedures.

How long has this The model has been implemented across New Jersey and it began with the hip and knee
payment model been | joint replacement program in 2010.

in operation?
Where has it been
implemented?

Type(s) of health The program has episode payments for the following procedures:

care services,

medical conditions, - hip and knee total joint replacement

and health care - knee arthroscopy (includes diagnosis and treatment of several knee problems and
settings addressed? injuries)

- maternity care (includes all care related to a patient’s pregnancy, delivery and post-
delivery recovery)

- colonoscopy (includes the surgical procedure and all pre- and post-procedure
services related to the colonoscopy)

- mastectomy/breast cancer

- colon cancer

- lung cancer

- heart failure

- coronary artery bypass graft (EOC additionally includes valve replacement and
other complex heart surgeries)

- hysterectomy
Types of patients Patients insured by Horizon BCBSNI that select a physician or organization contracting
included? with the EOC program participate in this model.
Method of Patients are attributed to participating providers based on claims data.

attributing patients
to participating
providers

Types of providers Single physicians or practices, hospitals and other provider organizations that contract with
participating in the | Horizon BCBSNIJ to provide the full spectrum of services for the identified episodes

payment model? participate in the program. The participating physicians and providers work in the hospital
(inpatient and outpatient procedures) as well as ambulatory surgery center settings.

The entity The “conductor” or the physician or provider organization contracting with Horizon

accountable to the BCBSNJ is the accountable entity in this program.

payer?
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Model Name: Horizon Blue Cross Blue Shield of New Jersey Episodes of Care program

The entity receiving
payment from the
payer (if different
from above)?

Same as above

How are providers
paid under the
payment model?

Under the program, all providers throughout the continuum get paid through traditional FFS
mechanisms as their care is delivered and claims processed. Quarterly, the costs are
reconciled against the bundled episode price. All defined episodes are also reviewed against
quality benchmarks and patient experience thresholds. If the costs are below the target price,
savings are shared with the “conductor” (the provider who is contracted for the episode
management) after being adjusted based on performance on quality and patient satisfaction
scores.

Are there any

Quality outcomes, patient experience and the total cost of care are all monitored.

performance For each of the defined episodes, the providers follow evidence-based guidelines proposed
metrics? by their respective professional organizations. For example, in colonoscopy, a participating
If so, what is being provider looks at measures such as adenoma detection rate and cecal intubation rate along
measured? with patient satisfaction rates.

Are there any Information is not currently publicly available.

performance

incentives?

If so, what is being
incentivized?

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

The EOC program works along with the underlying traditional FFS mechanism.

Has the model been

No mention of a formal evaluation found. A press release from February 2016 indicates that

evaluated? Horizon BCBSNIJ paid approximately $3 million to 51 specialty medical practices in New
Who funded this Jersey as part of shared savings generated through EOC Program.

evaluation?

Other pertinent Information is not currently publicly available.

information

The above information was excerpted or summarized from these sources:
Horizon BCBSNJ Episodes of Care Program, website: http://www.horizonblue.com/members/plans-services/patient-
centered-programs/episodes-of-care ; Fitzgerald, Beth, “Pregnancy care is the subject of Horizon's latest best-practices

program for doctors”, January, 28, 2015, NJBIZ, available at:

http://www.njbiz.com/article/20150128/NJBIZ01/150129747/Pregnancy-care-is-the-subject-of-Horizon%27s-latest-best-
practices-program-for-doctors; Gooch, Jamie J., “Coordinating bundled payments: The first step toward coordinated care”
http://managedhealthcareexecutive.modernmedicine.com/managed-healthcare-executive/news/coordinating-bundled-
payments-first-step-toward-coordinated-care?page=0,0; Zabinski, Stephen J., “Transforming payment and care models for
total joint replacement”, presentation available at:

http://www.p4psummitportal.com/assets/468/resources/zabinski 1.pdf and Accurso, Charles, “Implementing a Value
Based Colonoscopy Contract in Gastroenterology”, presentation available at:
http://www.p4psummitportal.com/assets/494/resources/accurso_ms17.pdf; Horizon BCBSNJ, “Results show that doctors,
patients and Horizon BCBSNJ members all win from company’s innovative “Episodes of Care” program”, press release, Feb,
2016, available at: http://www.horizonblue.com/about-us/news-overview/company-news/results-show-doctors-patients-
and-horizon-bcbsnj-members-all-win
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1.33

Horizon Blue Cross Blue Shield of New Jersey Patient-Centered Medical Home Program

Model Name: Horizon Blue Cross Blue Shield of New Jersey Patient-Centered Medical Home
(PCMH) Program

Brief Description: Participating practices receive up-front payments from Horizon to support their PCMH
transformation efforts and additional staff (e.g., the nurse care coordinator they are required to employ).
Practices have an opportunity to receive outcome-based or shared savings payments for improving patient
health outcomes, patient experience, and controlling unnecessary utilization and cost of care. Further payment
model details appear to be unavailable.

Developer: Horizon Blue Cross Blue Shield of New Jersey, in collaboration with the New Jersey Academy of
Family Physicians and the leadership of eight primary care practices.

What is the goal of
this payment
model?

Horizon aims to eliminate wasteful and duplicative testing, and inefficient to hospitals
for primary care — which they hope will lead to better patient outcomes and an
improved experience of care with lower out-of-pocket costs to individuals and lower
costs for the system overall.

How long has this
payment model
been in operation?
Where has it been
implemented?

Horizon’s PCMH efforts began in 2010 or 2011. As of Sept. 2014, more than 3,700
physicians at 900 practice locations were participating in this program.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Participating practices must employ a nurse care coordinator, who is expected to:
develop and implement care plans for high-risk or at-risk patients (in collaboration
with primary care physicians); follows up with patients who have been hospitalized;
engage in population health management by reminding patients about clinical
screenings, preventive services, and/or chronic-care management; and other duties.
Care coordinators undergo a 2-day training from Horizon on motivational
interviewing, data analytics, managing chronic conditions, and other topics.

Horizon's patient centered practices provide patients with coordinated and personalized
care, including:

- A care coordinator who provides additional patient support, information and
outreach.

- Wellness and preventive care based on national clinical guidelines.

- Extra wellness support and education.

- Active patient monitoring and communication from the doctor and care
coordinator.

- Active coordination of a patient's care with specialists and other providers

attributing patients
to participating
providers

Types of patients Information is not currently publicly available.
included?
Method of Information is not currently publicly available.

Types of providers
participating in the
payment model?

Information is not currently publicly available.
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Model Name: Horizon Blue Cross Blue Shield of New Jersey Patient-Centered Medical Home
(PCMH) Program

The entity Information is not currently publicly available.
accountable to the
payer?

The entity receiving | Information is not currently publicly available.
payment from the
payer (if different
from above)?

How are providers | Participating practices receive up-front payments to support their PCMH

paid under the transformation efforts and additional staff (e.g., nurse care coordinator). Practices have
payment model? an opportunity to receive outcome-based or shared savings payments for improving
patient health outcomes, patient experience, and controlling unnecessary utilization and
cost of care. Further details appear to be unavailable.

Are there any Quality measures that help determine the receipt and/or size of outcome-based or
performance shared savings payments include measures that assess patient health outcomes, patient
metrics? experience, and unnecessary utilization and cost of care.

If so, what is being

measured?

Are there any Practices have an incentive to improve patient health outcomes, patient experience, and
performance reduce unnecessary utilization and cost of care in order to receive outcome-based or
incentives? shared savings payments.

If so, what is being
incentivized?

How do incentives Information is not currently publicly available.
operate?

Is this a stand-alone | The up-front PCMH transformation payments and the outcome-based or shared

payment model or is | savings payments appear to be offered in addition to existing fee-for-service payments.
it used with other
payment models?

Has the model been | Evaluations for the particular model are unavailable.

evaluated?

Who funded this

evaluation?

Other pertinent A 2014 article stated that Horizon had recently introduced two new patient-centered
information health plans for small businesses (<50 employees), which cost 15% less than Horizon’s

lowest-priced non-patient-centered plan for small businesses, and extend savings to
employees (i.e., when care is delivered by a patient-centered practice, the employee
pays no deductible or coinsurance).

Participating practices receive quality measure reports at the individual patient level
and at the practice level that identify gaps in care.

The above information was excerpted or summarized from these sources:

Patient-Centered Primary Care Collaborative, Horizon Blue Cross Blue Shield of New Jersey’s Patient-Centered Medical Home
Program, —profile page on PCPCC’s website available at: https://www.pcpcc.org/initiative/horizon-blue-cross-blue-shield-new-
jersey%E2%80%99s-patient-centered-medical-home-program; Horizon Blue Cross Blue Shield of New Jersey, Patient-centered
care continues to deliver on promise of better quality care at a lower cost, August 4, 2015, available at:
http://www.horizonblue.com/about-us/news-overview/company-news/horizon-bcbsnj-patient-centered-care-on-promise-of-
better-quality; Peskin SR, “Transformation Through Collaboration: Horizon's Patient-Centered Program Is Delivering Results,”
American Journal of Managed Care, Sept. 23, 2014; 2(3); available at http://www.ajmc.com/journals/ajac/2014/2014-1-vol2-

n3/transformation-through-collaboration-horizons-patient-centered-program-is-delivering-results/P-1.
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1.34

Intel’s Connected Care

Model Name: Intel’s Connected Care

Brief Description: Connected Care is Intel’s “ACO approach based on a PCMH model” for its employees in
New Mexico, Oregon and Arizona. The payment model is based on a global per-member per-month (PMPM)
target with shared savings and shared risk based on performance. It is centered on a network of PCMHs and
medical “neighborhoods” of selected local specialists. In New Mexico for example, Intel partnered with
Presbyterian Healthcare Services (PHS) which has a network of 8 hospitals, a medical group of 600+ providers
and a health plan — all of which provide services to Intel’s employees under this Connected Care Program.

Developer: Intel

What is the goal of
this payment
model?

The models aims to give Intel employees more personalized, evidence-based,
coordinated, and efficient care. Specifically, Intel summarized its objectives as five
“requirements’”:

* Right care: use of evidence-based medicine

* Right time: same-day access to care

* Right price: material decrease in the cost of care

* Best life: rapid return to productivity for the member

* Best outcome: patient satisfaction 100 percent of the time

How long has this
payment model
been in operation?
Where has it been
implemented?

The model was launched on January 1, 2013 in partnership with Presbyterian
Healthcare Services (PHS) for employees and dependents at Intel’s facility at Rio
Rancho, New Mexico. As of January 2015 Connected Care was also launched in the
Portland, Oregon area with Kaiser Permanente and Providence Health and Services as
collaborating institutions. In January, 2016, Intel launched Connected Care in Arizona
in partnership with the Arizona Care Network.

Type(s) of health
care services,
medical conditions,
and health care

All services that Intel employees seek at partner health systems including primary care
and specialty care are included in the model.

For example, in New Mexico, the focus of the program’s plan design is:

settings
addressed? - Patient centered medical homes with team-oriented care
- Medical “neighborhood” of selected local specialists
- High-value external network for special cases
- National in-network coverage when out of area
- 100 percent coverage of preventive services
- Comprehensive prescription drug coverage, including 100 percent coverage of
specific medications for diabetes, hypertension, and other targeted conditions
- Elimination of nearly all prior authorizations
- Available as a high-deductible health plan (HDHP) or co-pay plan
- Same-day, 24/7 access, including secure messaging
- Nurse navigators for high-needs members
Types of patients Employees and dependents at Intel’s New Mexico, Oregon and Arizona facilities.
included?
Method of Eligible patients include Intel employees (and their dependents) who select the
attributing particular ACO health benefit plan.
patients to
participating
providers
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Model Name: Intel’s Connected Care

Types of providers
participating in the
payment model?

Primary care providers working for participating PCMHs and selected local specialists
that form a “medical neighborhood”. There are nurse “navigators” for “high-needs”
members. On-site Intel walk-in clinic was transformed into a PCMH (Level 3).

The entity
accountable to the
payer?

The participating provider network — for e.g. Presbyterian Healthcare Services for the
New Mexico employees of Intel.

The entity
receiving payment
from the payer (if
different from
above)?

Same as above

How are providers
paid under the
payment model?

A per-member per-month cost baseline is set based on data validated through an
underwriting analysis. Shared costs/risks are realized when PMPM costs, based on
submitted claims, fall outside the established corridor +/- 2% of target PMPM level

Are there any
performance
metrics?

If so, what is being
measured?

Performance metrics and categories measured by Intel to evaluate its performance in
Year 1 of the New Mexico Connected Care Program:

A. Member Experience
- Provider Quality of Care
- Satisfaction with experience, likelihood of recommending
B. Evidence-Based Medicine
- Diabetes (D3) bundle (Minnesota Criteria)
- Depression screening
C. Right Time, Right Service
- Nurse call response time
- Time to 3" next available PCP appointment
- Initial engagement with PCMH
D. Cost
- Medical and prescription costs
E. Function-Learning Measure
- Short-term disability (rapid return to productivity following a short-term
disability).

Are there any
performance
incentives?

If so, what is being
incentivized?

The incentives are upside and downside shared savings based on performance on cost
and quality above and below a designated threshold (the global PMPM).

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it used
with other
payment models?

Information is not currently publicly available.

Has the model
been evaluated?
Who funded this
evaluation?

Detailed evaluations are not available but Intel released descriptive findings from Year
1 of Connected Care Program in New Mexico that report the model exceeded goals for
member experience, evidence-based medicine, and “right time, right service” but did
not meet cost goal.
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
USED IN THE PUBLIC AND PRIVATE SECTORS

Model Name: Intel’s Connected Care

Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:

DeVore, Brian L, Wilson, Ben and Parsons, JJ. White Paper: “Employer-Led Innovation for Healthcare Delivery and Payment
Reform: Intel Corporation and Presbyterian Healthcare Services”, available at:
http://www.intel.com/content/dam/www/public/us/en/documents/white-papers/healthcare-presbyterian-healthcare-
services-whitepaper.pdf DeVore, Brian L and Cates, Lauren. White Paper: “Disruptive Innovation for Healthcare Delivery-
Year 1 Report from Intel Corporation and Presbyterian Healthcare Services” available at:
http://www.intel.com/content/dam/www/public/us/en/documents/white-papers/disruptive-innovation-healthcare-
delivery-paper.pdf
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
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1.35

Intel’s Healthcare Marketplace Collaborative (HMC)

Model Name: Intel’s Healthcare Marketplace Collaborative (HMC)

Brief Description: Intel organized a learning collaborative involving health care systems in the Portland, OR
area, and trained these health systems’ staff on how to use Intel’s version of the Toyota Production System to
remove unnecessary steps from workflows and adopt clinical processes used by Seattle-based Virginia Mason
Medical Center. Participating health systems used the model to attempt to improve quality, remove waste, and
thereby reduce costs in both the clinical and administrative sides of their operations. No payment model was
involved in this five-year learning collaborative.

Developer: Intel, in collaboration with Virginia Mason Medical Center, Cigna, Providence Health & Services,
Tuality Healthcare, Oregon’s Public Employees’ Benefit Board and the Oregon Educators Benefit Board.

What is the goal
of this payment
model?

To tame what Intel perceived as soaring health care costs, Intel sought to use its deep
expertise in supply chain management to improve quality, remove waste, and thereby
reduce costs in both the clinical and administrative sides of local health care. The HMC
strived to eliminate waste, achieve zero defects, and, where possible, focus on keeping
people well, reducing the need for reactive care.

How long has
this payment
model been in
operation?
Where has it
been
implemented?

Intel’s Healthcare Marketplace Collaborative (HMC) began in 2009. Intel initially invited
Cigna; Providence Health & Services, a multistate health care system; and Tuality
Healthcare, a small health local system with two community hospitals, to join HMC. On
Providence’s recommendation, two state agencies, Oregon’s Public Employees’ Benefit
Board and the Oregon Educators Benefit Board, were asked to participate in 2010. The
Collaborative ended in June 2014 after the improvement process had been established at
both health systems and Intel felt it was no longer needed to drive the effort.

As of 2015, Intel was applying elements of the HMC approach to health care providers its
employees receive care from in Oregon and New Mexico, and planned to do so elsewhere
as well.

Type(s) of
health care
services, medical
conditions, and
health care
settings
addressed?

HMC implemented best-practice clinical processes, called “value streams,” developed by
Virginia Mason Medical Center. These methods are based on the Toyota Production System
(TPS) to make its processes “lean”—in other words, strip them of activities that did not add
value and caused delays or waits in patient care. The specific clinical episodes targeted in
the HMC were: lower back pain; shoulder, knee, and hip pain; headache; breast problems;
upper respiratory illness; diabetes; and “screening.”

Intel paid for the clinical processes and Virginia Mason’s expertise in installing them and
trained people at the local health systems to use Intel’s version of TPS to adapt them. Intel
also enlisted its health plan administrator, Cigna, to contribute the claims data required to
establish priorities and track progress. Based on this claims analysis, Intel chose medical
conditions to focus on whose improvement would most benefit its employees, their
dependents, and the company, based on expenditures and impact on patients; level of
complication and risk; ease of standardization; and benefit to the health care system.

HMC successfully implemented new clinical processes for treating six medical conditions
and for screening patients for immunizations status and illnesses such as diabetes and high
blood pressure. Providence and Tuality each decided whether or how to adopt each of the
new clinical processes. In the end, Tuality chose to adopt some form of all these value
streams. Providence adopted four, but decided that its programs for upper respiratory
illness, diabetes, and screening were robust and would be kept; it was still committed,
however, to achieving HMC goals for all three.

Contract Number: HHSP-233201500040I

118 September 30, 2016
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Model Name: Intel’s Healthcare Marketplace Collaborative (HMC)

Types of Clinical processes were modified for all patients served by the participating health care

patients systems — not just Intel’s 18,000 employees and their nearly 21,000 dependents in the

included? Portland, OR area, nor the 270,000 active and retired employees insured by the state
agencies.

Method of Information is not currently publicly available.

attributing

patients to

participating

providers

Types of Providence Health & Services, a multistate health care system, and Tuality Healthcare, a

providers small health local system with two community hospitals.

participating in
the payment
model?

The entity
accountable to
the payer?

Information is not currently publicly available.

The entity
receiving
payment from
the payer (if
different from
above)?

Information is not currently publicly available.

How are
providers paid
under the
payment model?

No change in payment to providers; Intel invested funds to implement clinical best practices
and streamline workflow processes at the participating health care systems. This assistance
included loaning the HMC several of Intel’s “lean” experts and training 48 people at
Providence and Tuality in Intel’s version of the TPS technique.

Are there any
performance
metrics?

If so, what is
being
measured?

HMC chose five standard metrics to assess their progress over time:
To assess the goal of better care, HMC used two metrics:

e Whether or not patients received evidence-based care. The goal for this measure
was 100%.

e The proportion of patients who responded “probably” or “definitely” to the survey
question “Based on today’s visit, would you refer a friend to our medical clinic?”
The goal for this measure was 100%.

To assess the goal of faster care, HMC choose two metrics:

e The percentage of patients who could get a next-business-day appointment with an
appropriate provider. The goal was for 85% of patients to experience this level of
access to care.

e The number of days before patients can resume their normal daily routines. Targets
were set for each value stream, and the goal was for 90% of patients to meet or beat
the target.

To assess how affordable care was, HMC measured:

e The total cost to employer and patient of treating a condition (i.e., the total fees
paid to providers). The goal was to reduce costs (no numerical target was set), not
just slow the rate of increase.

Are there any
performance
incentives?

Participating health care systems had an incentive to adopt the changes to clinical
workflows recommended in the HMC in order to stay in Intel’s provider network. (Intel
self-insures 18,000 employees and 21,000 dependents in the Portland area.)
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Model Name: Intel’s Healthcare Marketplace Collaborative (HMC)

If so, what is
being
incentivized?

How do
incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it
used with other
payment
models?

This care delivery intervention makes no changes to the fee-for-service payment system.

Has the model
been evaluated?
Who funded this
evaluation?

HMC has reported some high-level results from internal evaluations, available in the
Harvard Business Review article cited below.

Other pertinent
information

Information is not currently publicly available.

The above information was excerpted or summarized from these sources:

McDonald PA, Mecklenburg RS, Martin LA. The employer-led health care revolution. Harvard Business Review. 2015 Jul-
Aug:33-50. available at https://hbr.org/2015/07/the-employer-led-health-care-revolution; Blackmore, CC, Mecklenburg
RS, and Kaplan GS. "At Virginia Mason, collaboration among providers, employers, and health plans to transform care cut
costs and improved quality." Health Affairs; 2011;30(9): 1680-1687, available at:
http://content.healthaffairs.org/content/30/9/1680.full
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1.36 MDVIP

Model Name: MDVIP

Brief Description: MDVIP is a for-profit network of 650 primary care physicians practicing concierge
medicine in 42 states and DC. To retain one of these physicians and access the various non-covered services
they offer, adult patients pay out-of-pocket membership fees that range from $125 to $183 per month
(averaging $1,800 annually). MDVIP patients have access to same-day or next-day appointments with their
MDVIP primary care physician, an annual 60- to 90-minute wellness visit, and 24/7 access to their physician
via email and phone. Patients typically also have a traditional insurance policy, to cover services received from
hospitals, specialists, or other providers. The company reports that each doctor in their network manages 300 to
600 patients annually, totaling around 240,000 patients nationwide. According to MDVIP’s CEO, their patients
are typically: (1) busy, active executives, or (2) people managing multiple chronic illnesses (e.g., their 100,000
Medicare beneficiaries). The company believes that Medicare would realize a 200% return on investment if
they paid MDVIP concierge fees on behalf of Medicare beneficiaries, due to reduced ED utilization and better

management of chronic diseases. In the commercial market, the company sees potential in associating with
high-deductible health plans with HSAs, since MDVIP is HSA/FSA-qualified payment. MDVIP screens
participating physicians, helps them build and market their concierge practice, provides research and
technological and operational support, provides insurance and regulatory services, and conducts regular quality
assurance surveys. MDVIP does not employ its affiliated physicians; MDVIP maintains an independent
contractor relationship with its affiliated physicians.

Developer: MDVIP

What is the goal of
this payment model?

MDVIP’s goal is to be a personalized healthcare program that empowers people to
reach their health and wellness goals through in-depth knowledge, expertise and one-
on-one coaching with primary care doctors in MDVIP’s network.

How long has this
payment model been
in operation?
Where has it been
implemented?

The company was founded in 2000. As of 2015, the company had 800 physicians in
its network, with 650 practicing and the remainder in transition to adopt the model, in
42 states and DC.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

At the core of the model is an annual “wellness” visit, which includes a
comprehensive assessment of the patient’s health and a personalized wellness plan.
MDVIP primary care physicians also deliver urgent and non-urgent care through
same-day or next-day visits, and answer patients’ emails and phone calls 24/7.
MDVIP physicians refer patients to and consult with specialists, and coordinate
patient care received from other providers.

Types of patients Adult patients who choose to pay the out-of-pocket subscription fee to retain a
included? MDVIP primary care physician, including Medicare beneficiaries.
Method of Not applicable.

attributing patients
to participating
providers

Types of providers
participating in the
payment model?

Information is not currently publicly available.

The entity
accountable to the
payer?

Not applicable — the MDVIP primary care physician does not bill any payers for their
services. Instead, patients pay subscription fees to these physicians to cover services
provided by these physicians.
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Model Name: MDVIP

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

MDVIP does not employ its affiliated physicians; MDVIP maintains an independent
contractor relationship with its affiliated physicians. Further details on the kinds of
contracts MDVIP establishes with its physicians do not appear to be available online.

Are there any
performance
metrics?

If so, what is being
measured?

Not applicable.

Are there any
performance
incentives?

If so, what is being
incentivized?

Information is not currently publicly available.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

Information is not currently publicly available.

Has the model been
evaluated?

Who funded this
evaluation?

An evaluation of the program’s impact on its members who are enrolled in Medicare
Advantage (MA) plans was published in the American Journal of Managed Care
(cited below). MDVIP members experienced reduced utilization rates for emergency
department visits and inpatient admissions, and the reduced medical utilization
resulted in program savings of $86.68 per member per month (PMPM) in year 1 and
$47.03 PMPM in year 2 compared with other MA plan members who were not
MDVIP members.

Other pertinent
information

Information is not currently publicly available.

The above information was excerpted or summarized from these sources:
MDVIP, available at: http://www.mdvip.com/; Mullin J, “Concierge care for all? Why MDVIP thinks the model makes sense

for execs, teachers, and truck drivers,” The Daily Briefing, June 10, 2015, available at: https://www.advisory.com/daily-
briefing/2015/06/10/interview-with-mdvip-ceo; Musich S, et al, “Personalized preventive care reduces healthcare

expenditures among Medicare Advantage beneficiaries,” American Journal of Managed Care, 2014;20(8):613-620, available

at: http://www.ajmc.com/journals/issue/2014/2014-vol20-n8/Personalized-Preventive-Care-Reduces-Healthcare-

Expenditures-Among-Medicare-Advantage-Beneficiaries/.
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1.37

Presbyterian Health Plan’s Medicaid Multi-Specialty Sub-Capitation Payment Model

Model Name: Presbyterian Health Plan’s Medicaid Multi-Specialty Sub-Capitation Payment Model

Brief Description: Starting in 2015, Presbyterian Health Plan in Albuquerque, New Mexico has been paying
primary care practices and multi-specialty group practices in Presbyterian Medical Services (the provider
group affiliated with this plan) monthly sub-capitation payments for Medicaid members (covering the services
that only they would be expected to provide, and not services provided in outpatient or other settings). The
sub-capitation rate is based on 2013 and 2014 fee-for-service medical costs, reduced by an unknown
percentage in 2015 and subsequent years. Outpatient pharmacy costs are included in the capitated rate and are
reduced by 30% compared to 2013-2014 spending, giving providers a strong incentive to reduce drug
spending, in particular. Any savings realized from diverting Medicaid members from the emergency
department are calculated and split equally between the plan and the provider group. In the first year of the
program, risk corridors ensured that the provider group’s losses or gains were capped at 2% above or below
what would have been earned if they were still paid on a fee-for-service basis. The level of financial risk and
reward grows over a five-year process and culminates in 100 percent shared risk.

Developer: Presbyterian Health Plan, Albuquerque, NM

What is the goal of
this payment
model?

The goal of the model is to improve care management and coordination within the
parameters of a pre-determined budget and also to reward providers who can
demonstrate improved performance.

How long has this
payment model been
in operation?
Where has it been
implemented?

The payment model was first implemented in 2015 and covers services provided at
primary care practices and multi-specialty group practices in Presbyterian Medical
Services, the provider group affiliated with the Presbyterian Health Plan.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Information is not currently publicly available.

Types of patients Medicaid members insured by Presbyterian Health Plan and seeking services from

included? primary care practices and multi-specialty group practices within Presbyterian
Medical Services.

Method of Information is not currently publicly available.

attributing patients
to participating
providers

Types of providers
participating in the
payment model?

Primary care practices and multi-specialty group practices in Presbyterian Medical
Services, the provider group affiliated with the Presbyterian Health Plan. Participating
practices are expected to have invested in care management infrastructure and
demonstrate the ability to improve performance.

The entity
accountable to the
payer?

Presbyterian Medical Services

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.
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Model Name: Presbyterian Health Plan’s Medicaid Multi-Specialty Sub-Capitation Payment Model

How are providers
paid under the
payment model?

The provider organization receives a monthly sub-capitated payment for its Medicaid
members (covering the services that only they would be expected to provide, and not
services provided in outpatient or other settings).

For 2015, the monthly capitated payment rate is arrived at by using 2013 and 2014
Medicaid membership and claims data using models developed by Presbyterian
Health Plan to measure medical costs for fee-for-service claims.

The annual capitated payments are calculated from prior-year fee-for-service claims
data and then reduced by an unknown percentage so that the plan can lower its
spending, on a per capita basis, in the subsequent year.

Outpatient pharmacy costs are included in the capitated rate and are reduced by 30%
compared to 2013-2014 spending, giving providers a strong incentive to reduce drug
spending, in particular.

Any savings realized from diverting Medicaid members from the emergency
department are calculated and split equally between the plan and the provider group.
During a provider’s first year in the program, the plan institutes risk corridors so that
losses or gains are within 2% of what would have been earned under fee-for-service.
The level of financial risk and reward grows over a five-year process and culminates
in 100 percent shared risk.

Are there any
performance
metrics?

If so, what is being
measured?

The primary performance measures examine outpatient pharmacy costs, emergency
department visits and emergency department costs.

Additional performance measures are used to attempt to ensure that the payment
model does not cause access and quality to deteriorate, including measures of: the
value of services for members, timely submission of encounters, hospitalization rates,
complaint and grievance data, and emergency department visits by people with
significant behavioral health needs.

Are there any
performance
incentives?

If so, what is being
incentivized?

Participating practices have an incentive to reduce the total cost of the health care
provided to Medicaid beneficiaries, while simultaneously providing enough primary
care services to keep hospitalization rates, emergency department visit rates, and
complaint and grievance rates low. Also, outpatient pharmacy costs are included in
the capitated rate and are reduced by 30% compared to 2013-2014 spending, giving
providers a strong incentive to reduce drug spending, in particular.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

This payment model is used in licu of fee-for-service payments for participating
practices, but was developed using historical fee-for service claims data.

Has the model been
evaluated?

Who funded this
evaluation?

Formal evaluations are unavailable.
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Model Name: Presbyterian Health Plan’s Medicaid Multi-Specialty Sub-Capitation Payment Model

Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:
Alliance of Community Health Plans, “Rewarding High Quality: Practical Models for Value-Based Physician Payment,” April
20, 2016, available at: http://www.achp.org/wp-content/uploads/ACHP-Report Rewarding-High-Quality 4.20.16.pdf.
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1.38 Priority Health’s Spine Centers of Excellence Program

Model Name: Priority Health’s Spine Centers of Excellence Program

Brief Description: Since 2007, Priority Health (a Michigan insurer) has required members with persistent neck
and back pain to consult with a physiatrist (a physician trained to diagnose and manage musculoskeletal
problems) at a practice recognized by the insurer as a “Priority Health Spine Center of Excellence (COE)”
before the patient may seek a non-urgent surgical consultation from an orthopedist or neurosurgeon. COEs are
required to evaluate acute patients within 2 business days, and non-acute patients within 10 business days. COE
physiatrists confirm diagnoses, and give patients and the referring physician information on different treatment

options. COEs use shared decision-making tools to help patients understand the various treatment options,
including their risks and benefits. COE physiatrists receive an additional $100 beyond their usual consultation
fee for this initial patient visit.

Developer: Priority Health

What is the goal of
this payment model?

The health plan created a Spine Centers of Excellence program to reduce unwarranted
variation, surgical costs, and the total number of spine surgical procedures in its
patient population.

How long has this
payment model been
in operation?
Where has it been
implemented?

The program was launched by Priority Health (a health insurer) in 2007 and is
currently implemented in 67 physiatrist practices across Michigan.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

This program is intended to provide a physiatrist-led (i.e., Physical Medicine and
Rehabilitation specialist) comprehensive medical evaluation, including a patient-
centered review of all the treatment options available for a patient’s neck and low
back pain.

Evaluation by a COE is required prior to referral to an orthopedist or neurosurgeon for
back or neck care unless there is an acute indication for surgical evaluation — meaning
one of the following “red flags” are present: (1) evidence of tumor, infection, or
fracture; (2) acute weakness in both arms or both legs; (3) Cauda equina syndrome
(new onset of bowel or bladder dysfunction with areflexia, asymmetric paraparesis).

Patients cannot obtain follow-up care following inpatient or emergency department
care for spine-related conditions from a non-COE provider, unless the patient was
previously seen by a spine surgeon in the ED or inpatient setting or has one of the
three conditions mentioned above.

Patients do not require prior authorization for care provided in the ED or inpatient
setting.

Patients may be required to view a shared decision-making tool/information prior to
surgical consultation/referral. Patients may also be required to view a pre-surgery
decision-making tool before surgery.

Surgeons are not reimbursed unless services were previously authorized by Priority
Health. After evaluation by a physiatrist, patients can elect to continue care with the
physiatrist or be evaluated by a spine surgeon without further limitations. No
limitations are placed on access to other specialists, including neurologists, other
physiatrists, therapists, or pain specialists.
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Model Name: Priority Health’s Spine Centers of Excellence Program

Types of patients Patients aged 18 or older, insured by a Priority Health plan, who are experiencing

included? back or neck pain and are interested in seeking a non-urgent surgical consultation
must first obtain a physiatrist consultation from a COE practice. Priority Health
members employed by RCO Engineering (a self-funded employer group) are exempt
from this requirement.

Method of Information is not currently publicly available.

attributing patients
to participating
providers

Types of providers
participating in the
payment model?

To be recognized by Priority Health as a COE, practices’ medical director must be
board certified in Physical Medicine & Rehabilitation, a member of the North
American Spine Society or another organization specifically dedicated to the
treatment of spinal disorders, earn 10 hours of CME in back pain management per
year. The practice must also employ a physical therapist, chiropractic consultant, or
D.O. with advanced certification in the treatment of musculoskeletal conditions
(including knowledge of the McKenzie Method). The practice must also employ a
care coordinator responsible for scheduling, triage, outcomes tracking, and
communications.

The entity
accountable to the
payer?

Information is not currently publicly available.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

Physiatrists participating in this program receive an additional $100 beyond their
usual payment rate for an initial consultation. No further details on this payment
amount appear to be available.

Are there any
performance
metrics?

If so, what is being
measured?

Information is not currently publicly available.

Are there any
performance
incentives?

If so, what is being
incentivized?

Physiatrists have an incentive to recommend non-surgical treatment courses since
Priority Health’s enhanced payment rate for physiatrist consultations is premised upon
the assumption that mandating consultations with physiatrists will reduce the rate of
surgeries among Priority Health members and thus save the plan money.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

This is a fee-for-service payment model, used with the payer’s existing fee-for-service
fee schedule; the payer has modified the payment rate for one fee-for-service code
(initial consultations by physiatrists in COE practices).

Has the model been
evaluated?

Who funded this
evaluation?

A pre-post analysis was published in the journal SPINE.
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Model Name: Priority Health’s Spine Centers of Excellence Program

Other pertinent
information

Background on the development of the program: Priority Health formed an
advisory committee of primary care physicians, physiatrists, neurologists, and pain
management specialists. This committee defined the criteria required for physician
practices to obtain the health plan’s Spine Center of Excellence designation, as well as
appropriate referral criteria. These criteria were reviewed and approved by the plan’s
Medical Affairs Committee (composed of 14 practicing physicians, including both
primary care and surgical specialists). The criteria included:

o staffing by a board-certified physical medicine and rehabilitation physician;

o membership in the North American Spine Society or another organization
specifically dedicated to the treatment of spinal disorders;

o use of evidence-based treatment guidelines;

o completion of annual continuing medical education in back pain management
(minimum of at least 10 hr);

0 access to a physical therapist, chiropractic consultant, or D.O. with advanced
certification in the treatment of musculoskeletal conditions;

o commitment to provide access to acute patients within 48 hours and all patients
within 10 business days;

o use of a shared decision-making tool for patient education;

o monitoring of clinical outcomes using standardized data collection tools; and

0 the health plan committed to
- provide intensive member, provider, and employer education;
- publish a list of approved centers;
- provide comparative reports for each spine center;
- provide, at no cost, 4 spine-related shared decision-making videos from the

Foundation for Informed Medical Decision Making in Boston, MA; and

- increase reimbursement for each new patient seen by $100.

More information on the rationale for this program: Priority Health considers
treatment of back and neck pain a preference-sensitive condition (meaning multiple
treatment options exist, and patient values, experiences and preferences influence the
chosen treatment option). Priority Health believes that physician networks where
physiatry referral rates are higher have consistently demonstrated lower surgical rates.
They also believe that there is evidence that patients, when fully informed of all their
treatment options, tend to be more conservative than their physicians, are more
satisfied with their decisions, and less likely to pursue legal action for poor outcomes.

The above information was excerpted or summarized from these sources:

Priority Health, Spine Centers of Excellence, available at: http://www.priorityhealth.com/provider/manual/auths/spine-
coes; Haig AJ, Spine care: Controlling the midfield, available at:
http://www.p4psummitportal.com/assets/475/resources/haig ms6.pdf; Fox J, et al, “The Effect of Required Physiatrist

Consultation on Surgery Rates for Back Pain,” SPINE: 38(3): E178-E184, available at:
http://www.medscape.com/viewarticle/778650_2; Priority Health, Medical Policy No. 91531-R2, Oct. 1, 2015, available at:
http://www.priorityhealth.com/provider/manual/auths/~/media/documents/medical-policies/91531.ashx.
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1.39 Project Sonar

Model Name: Project Sonar

Brief Description: Project Sonar is a medical home care delivery model for patients with Crohn’s disease,
implemented at the Illinois Gastroenterology Group in Chicago and supported through Blue Cross Blue
Shield Illinois’s specialty intensive medical home program payment model. Key components of Project
Sonar are team-based care involving a nurse care manager, supported by proprietary care management
software that includes a patient communication tool, clinical decision support for clinicians, and data
analytics. Two types of additional payment are made by Blue Cross for patients enrolled in Project Sonar: a
payment for an initial “supervisit,” and then supplemental payments per member per month (PMPM) for
clinical infrastructure. (Specific amounts do not appear to be publicly available.)

Developer: Dr. Lawrence Kosinski, of Illinois Gastroenterology Group and SonarMD, LLC (a software

company he founded)

What is the goal
of this payment
model?

The goal of Project Sonar is to improve patient access, care coordination, and illness
management among high-risk, multi-chronic patients with Crohn’s disease (an
inflammatory bowel disease that causes a high incidence of complications).

How long has
this payment
model been in
operation?
Where has it
been
implemented?

Blue Cross began making payments to Illinois Gastroenterology Group as of Sept. 1,
2014. This medical group has physicians practicing in 13 hospitals, 6 ambulatory
surgery centers, and 12 offices in the Chicagoland area.

Type(s) of
health care
services, medical
conditions, and
health care
settings
addressed?

Information is not currently publicly available.

Types of
patients
included?

Targeted patients have Crohn’s disease (an inflammatory bowel disease) plus multiple
other chronic conditions, are at the highest risk, and have been covered by Blue Cross
for at least 12 months.

Method of
attributing
patients to
participating
providers

Information is not currently publicly available.

Types of
providers
participating in
the payment
model?

Information is not currently publicly available.

The entity
accountable to
the payer?

The Illinois Gastroenterology Group is accountable to the payer.
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Model Name: Project Sonar

The entity
receiving
payment from
the payer (if
different from
above)?

Information is not currently publicly available.

How are
providers paid
under the
payment model?

Details are unavailable online, but two kinds of payments are made in addition to
traditional fee-for-service payments. These are:

1) A payment for an initial “supervisit” conducted after a patient is enrolled in
Project Sonar;
2) A PMPM fee for clinical infrastructure.

Are there any
performance
metrics?

If so, what is
being
measured?

The performance measures that are monitored include: quarterly claims data and
quarterly pharmaceutical data.

Are there any
performance
incentives?

If so, what is
being
incentivized?

The medical group is incentivized to perform highly on the performance measures,
since this performs determines the size of PMPM payments.

How do
incentives
operate?

See above.

Is this a stand-
alone payment
model or is it
used with other
payment
models?

Payments available through this model are available in addition to usual fee-for-service
payments.

Has the model
been evaluated?
Who funded this
evaluation?

No formal evaluations are available online, but a 2016 Gastroenterology journal article
reported that in the first 10 months of implementation, costs decreased by 11%,
inpatient costs decreased by over 57%, ED costs decreased by 53%, total biologic costs
declined by 4%, use of physician-administered biologics rose by 9% and use of
injectable biologics decreased by 25%. The study did not include a comparison group,
and was funded by Takeda Pharmaceuticals, the maker of a Crohn’s disease drug. In
June 2015, SonarMD, LLC signed an agreement with Takeda “to validate [the Sonar]
platform.”
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Model Name: Proj

ect Sonar

Other pertinent
information

A nurse care manager (NCM) does initial outreach to 200 patients identified as the most
critically-ill. The patients will receive a call, letter or email inviting them to enroll in the
program at no cost. At an initial intake visit with the patient, the NCM does an
assessment of medical and psychosocial needs and develops an action plan. The NCM
will then monitor the patient's progress against the action plan, assist with care
coordination and offer resources.

A smart phone-based application facilitates monitoring patients’ health status. Patients
receive monthly secure communications including a set of questions; the answers to
these questions produce a "Sonar Score," which is a numerical value that correlates with
symptom intensity. The slope of this score is then plotted over time to reveal trends. The
medical group monitors these trends and may intervene if a patients symptoms have
worsened and they believe a patient is at risk of needing ED or hospital care.

The above information was excerpted or summarized from these sources:

Kosinski LR, “Project Sonar — A Care Management Platform for Chronic Disease,” Presentation at Global Health Care, LLC's
Value-Based Summit & Pay for Performance Summit, February 18", 2016,
http://www.p4psummitportal.com/assets/480/resources/kosinski ms11.pdf; “BLUE CROSS AND BLUE SHIELD OF ILLINOIS

PIONEERS FIRST SPECIALTY INTENSIVE MEDICAL HOME PROGRAM,”BCBS Press release, http://www.bcbsil.com/company-
info/news/news?lid=i18dwg7e; Kosinski, et al, “Project Sonar: Reduction in Cost of Care in an Attributed Cohort of Patients

With Crohn's Disease,” Gastroenterology, 2016;150(4; Suppl 1): S173, http://www.gastrojournal.org/article/S0016-
5085(16)30668-0/abstract.
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1.40 PROMETHEUS Payment Model

Model Name: PROMETHEUS Payment Model

Brief Description: The PROMETHEUS payment model is a bundled payment model whereby a group of
providers are eligible for an annual retrospective bonus if they deliver all of the recommended care associated
with a medical procedure or condition at a cost that is less than a previously-negotiated, risk-adjusted price for
that clinical episode. This price is called an Evidence-informed Case Rate (ECR), and includes the cost of
some potentially avoidable complications. The main way that providers are expected to reduce the cost of
services associated with an episode is to reduce the occurrence of potentially avoidable complications.
Disbursal of bonuses is contingent upon adequate performance on clinical process, outcome, and patient
experience measures. A study of five pilot sites that tried to implement the PROMETHEUS payment model
from 2008-2011 found that three of the sites had yet to enter into a contract by the end of this period, and two
sites had abandoned these efforts early on. The PROMETHEUS payment model is more of a concept as
opposed to a specific payment model — implementers decide on the price of bundles, quality measures to tie to
payment, how to attribute patients, etc.

Developer: Health Care Incentives Improvement Institute (HCI3)

What is the goal According to the developers, PROMETHEUS model is a way to price patient care

of this payment fairly, and encourage physicians, hospitals and other clinicians to collaborate in
model? delivering effective and efficient care. The model, developers say, encourages
caregivers to work in teams, share information, and take collective responsibility for a
patient’s health.

How long has this | From 2008-2011, five health care organizations attempted to implement the
payment model PROMETHEUS payment model. By the end of this period, three sites still had yet to

been in work out all the implementation details and enter into contracts with payers (despite
operation? having willing partner payers), and two sites had abandoned this work earlier on. The
Where has it been | three sites that attempted to implement this model were: 1) Independence Blue Cross
implemented? and Crozer Keystone Health System in Pennsylvania; 2) The Employers’ Coalition on

Health in Rockford, Illinois; 3) Priority Health—Spectrum Health in Michigan. Several
years later, a 2014 Health Affairs blog post claimed that several payers and health care
systems were still in the early stages of using the model to implement bundled payment

programs.
Type(s) of health | All covered services delivered by all providers that would typically treat a patient for a
care services, given condition (i.e., hospital, physicians, laboratory, pharmacy, rehabilitation facility,
medical etc.).
conditions, and The developer of this payment model has identified sets of recommended services for
health care 21 acute & chronic medical conditions and inpatient & outpatient procedures.
settings
addressed?
Types of patients | Information is not currently publicly available.
included?
Method of Information is not currently publicly available.
attributing
patients to
participating
providers
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Model Name: PROMETHEUS Payment Model

Types of
providers
participating in
the payment

Information is not currently publicly available.

receiving payment
from the payer (if
different from

model?

The entity Information is not currently publicly available.
accountable to the

payer?

The entity Information is not currently publicly available.

payment model?

above)?

How are Implementers specify their own approaches for designing and implementing this
providers paid payment model, but generally speaking, providers receive fee-for-service payments for
under the services within a bundle, and then an annual retrospective reconciliation compares the

costs generated to the previously-negotiated, risk-adjusted price of a bundle. If the
services provided during this episode cost less than the previously-negotiated price, and
if quality measure targets are met, providers receive a financial bonus. (The degree of
risk sharing between payers and providers is negotiable.)

Are there any
performance
metrics?

If so, what is
being measured?

Specific measures were not available, but the developers of PROMETHEUS state that
the model includes incentives to reward provider performance on clinical process,
outcomes of care, and patient experience measures.

Are there any
performance
incentives?

If so, what is
being
incentivized?

See row above.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it used
with other
payment models?

This payment model is layered on top of fee-for-service payments. Providers continue
to be paid on a fee-for-service basis, and are then eligible for financial bonuses if the
total cost of care provided during an episode is lower than a previously-negotiated
bundled price.

Has the model
been evaluated?
Who funded this
evaluation?

A 2011 evaluation published in Health Affairs concluded that of the five pilot sites that
attempted to implement this payment model from 2008 to 2011, three had failed to
execute contracts by May 2011, and two others had abandoned their efforts early on.
The researchers found that the pilots took longer to set up than expected, primarily
because of the complexity of the payment model.
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
USED IN THE PUBLIC AND PRIVATE SECTORS

Other pertinent Information is not currently publicly available.
information

The above information was excerpted or summarized from these sources:

“PROMETHEUS PAYMENT: Pilot Assessment and Implementation Toolkit,” Health Care Incentives Improvement Institute,
http://www.hci3.org/wp-content/uploads/files/files/PROMETHEUS%20Payment%20Toolkit%20-%20Final.pdf; “History,”
Health Care Incentives Improvement Institute, http://www.hci3.org/programs-efforts/prometheus-payment/history;
Hussey PS, Ridgely MS, Rosenthal MB, “The PROMETHEUS Bundled Payment Experiment: Slow Start Shows Problems In
Implementing New Payment Models,” Health Affairs, 2011;30(11):2116-2124,
http://content.healthaffairs.org/content/30/11/2116.full; Delbanco S, “The Payment Reform Landscape: Bundled
Payment,” Health Affairs Blog, July 2, 2014, http://healthaffairs.org/blog/2014/07/02/the-payment-reform-landscape-
bundled-payment/.
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1.41

SMARTCare

Model Name: SMARTCare

Brief Description: The SMARTCare (Smarter Management And Resource use for Today’s complex cardiac Care)
program is a care delivery intervention that combines clinical decision support, shared decision-making, patient
engagement, and provider feedback tools designed to improve care for patients with stable ischemic heart disease.
Funded by a $15.9 million dollar Health Care Innovation Award (HCIA) from CMMI, the program’s main goal is
to deliver better, more appropriate care at a lower cost to patients experiencing chest pain due to heart disease. The
developers of SMARTCare have proposed two payment models that could fund this intervention: (1) a bundled
payment for diagnosis and treatment of stable ischemic heart disease, and (2) a care management fee that could be
used in the interim, which would be increased or decreased based on past performance on cost and quality metrics.

Developer: The Florida and Wisconsin Chapters of the American College of Cardiology

What is the goal of
this payment
model?

SMARTCare is designed to give better, more appropriate care at lower cost to patients
experiencing chest pain due to heart disease. Its three main goals are to: improve care for
patients with stable ischemic heart disease; decrease costs of health care through reduction
of unnecessary procedures; and engage patients in their care management.

How long has this
payment model
been in operation?
Where has it been
implemented?

Beginning in May 2014, this care delivery model is being implemented over a 3-year period
in 5 sites in Florida and 5 sites in Wisconsin. The sites include a mix of private practices and
academic hospital centers, and cover a diverse demographic landscape.

The two payment models that have been proposed to accompany this care delivery
intervention do not appear to have been adopted yet.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

This care delivery intervention focuses on improving the appropriateness of care delivered
to patients with stable ischemic heart disease (e.g., the care that might lead up to an
angioplasty).

This model aims to improve clinical decision-making in three key areas: 1) the
appropriateness of noninvasive cardiac imaging, 2) the treatment choice between medical
therapy, stenting, and bypass surgery, and 3) medication and lifestyle-change adherence.

Types of patients
included?

Patients with stable ischemic heart disease served by the 10 participating sites.

Under a description of a proposed bundled payment approach that could be used to pay for
this care delivery model, the following patients would be included: patients with either (a)
previously diagnosed coronary artery disease (for example, those who have had a previous
heart attack, bypass surgery, or cardiac catheterization documenting the presence of disease)
who are experiencing significant worsening of symptoms, or (b) patients without known
coronary artery disease but who are experiencing stable symptoms such as chest pain that
suggest coronary artery disease might be present. Excluded patients would be primarily
those with unstable ischemic heart disease and those whose symptoms may represent
impending myocardial infarction (“heart attack”). The reason for excluding these patients is
that current evidence suggests that routine use of invasive procedures is warranted in these
patients, and that nationwide the appropriateness of such high-cost but highly effective
procedures is already greater than 90- 95%. Also, patients who have had heart surgery to
correct birth defects within the heart will be excluded.
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Model Name: SMARTCare

Method of
attributing patients
to participating
providers

Information is not currently publicly available.

Types of providers
participating in the
payment model?

Cardiologists and other types of providers.

receiving payment
from the payer (if
different from
above)?

The entity Information is not currently publicly available.
accountable to the

payer?

The entity Information is not currently publicly available.

How are providers
paid under the
payment model?

This care delivery intervention is being funded through a grant from CMMI.

The developers of SMARTCare have proposed two payment models that could support the
delivery of this care delivery model: (1) a bundled payment for diagnosis and treatment of
stable ischemic heart disease; and (2) a care management fee that would be adjusted based
on past cost and quality performance and could be temporarily used to facilitate the
transition to the bundled payment model.

(1) The bundled payment: This payment model would consist of a single condition-based
payment, paid to a SMARTCare provider for each patient requiring evaluation and
treatment of new or significantly changed symptoms of stable ischemic heart disease. This
payment would replace all current physician fees and facility-based payments for evaluation
and management, testing, and PCI procedures for these patients during the six month period
from the time they first seek care. The amount of the payment would be expected to be
lower than what Medicare or a private health plan currently spends on current fees and
payments for evaluation and management, testing, and PCI procedures for the patients, yet
generous enough to cover the costs the SMARTCare provider will incur to (a) implement
the new decision-support tools and (b) deliver the appropriate care, tests, and procedures to
the patients. The amount would be risk-adjusted based on the severity of the patient’s
symptoms and risk factors.

(2) The transitional care management fee: This fee would be paid monthly or as a single
lump sum for each patient, in addition to fee-for-service payments for services provided.
The fee would be increased or decreased based on a provider’s past cost and quality
performance. A target spending level would be defined in advance, based on average total
spending for similar patients in the most recent year, and adjusted downward by a pre-
defined amount to offset the additional spending on the SMARTCare management fee. The
amount of that this fee would be increased or decreased would be proportional to (a) the
amount by which the risk-adjusted total spending for the SMARTCare provider’s patients
was above or below the target spending level, and (b) the amount by which the SMARTCare
provider’s risk-adjusted performance on quality measures was above or below average
compared to other cardiac care providers. Specific pricing, risk adjustment, and
inclusion/exclusion criteria would be defined similarly to what was described above for the
bundled payment model.
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Model Name: SMARTCare

Are there any

As part of the care delivery intervention being implemented, SMARTCare physicians are

If so, what is being
incentivized?

performance collecting and reporting on measures of patient experience and clinical quality.

metrics?

If so, what is being

measured?

Are there any In the proposed bundled payment model, providers would have an incentive to reduce the
performance quantity of services they provide to patients in order to generate a profit from their bundled
incentives? payment. No quality measures appear to be tied to the receipt or size of these payments.

In the proposed care management fee payment model, providers would have an incentive to
reduce the cost of care provided to patients covered by this model and to increase the
delivery of any services measured by the quality measures that would be used to adjust the
size of care management fees.

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it used
with other payment
models?

The proposed bundled payment model would be used instead of fee-for-service payments,
while the proposed care management fee would be layered on top of fee-for-service

payments.

Has the model been

No formal evaluation appears to be available.

evaluated?

Who funded this

evaluation?

Other pertinent The SMARTCare program “offers a chance for physicians to align their clinical practice
information with the best evidence-based recommendations, reduce unnecessary invasive procedures,

and provide a streamlined mechanism for physicians and patients to collaborate in the health
care process through shared decision making.”

The registries and tools used in SMARTCare include:

- Non-invasive decision support (FOCUS)

- Invasive decision support Shared (ePRISM)

- Treatment based on individualized risk profile (INDIGO)
- Performance benchmarking (PINNACLE)

- The National Cardiovascular Data Registry (NCDR)

- Immediate Feedback to Clinicians: (Dashboard)

The above information was excerpted or summarized from these sources:
Wisconsin Chapter of American College of Cardiology, SMARTCare, available at:
http://www.wcacc.org/aboutsmartcare/aboutsmartcare.html; Florida Chapter, American College of Cardiology, Wisconsin

Chapter, American College of Cardiology, Wisconsin Medical Society, Partnership for Healthcare Payment Reform,
SMARTCare (Version 2), available at: http://www.chgpr.org/downloads/SMARTCare Overview-of-Payment-and-Care-
Changes.pdf; CMS, Health Care Innovation Awards Round Two: Project Profile: American College of Cardiology Foundation,
available at https://innovation.cms.gov/initiatives/Participant/Health-Care-Innovation-Awards-Round-Two/American-

College-Of-Cardiology-Foundation.html; and Marshall A, “SMARTCare holds potential to save billions in heart care costs,”

Cardiovascular Business, June 2, 2014, available at: http://www.cardiovascularbusiness.com/topics/healthcare-
economics/smartcare-holds-potential-save-billions-heart-care-costs; American College of Cardiology, “SMARTCare:

Implementation of ACC State Chapter Initiatives Supported by a Major Grant from the Center for Medicare and Medicaid
Innovation,” April 15, 2016, available at: http://www.acc.org/about-acc/leadership/features/bog/2016/04/0415.
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1.42 Tufts Health Plan Coordinated Care Model

Model Name: Tufts Health Plan Coordinated Care Model

Brief Description: The Tufts Health Plan Coordinated Care Model (CCM) was developed to address the
challenge of controlling healthcare costs while expanding healthcare coverage. The model intends to achieve the
Triple Aim of reduced cost, improved quality and improved population health through three main elements: 1)
value-based global budget contract models that pay providers for their ability to manage overall cost and quality
of care and also provide them with analytic and consulting support; 2) a tiered product design that places
hospitals and affiliated physicians (primary care providers and specialists) into two or three tiers based on cost
and quality information, and provides plan members with cost-sharing incentives to select efficient, high-quality
providers that provide the best value; and 3) the use of predictive modeling to identify certain subgroups of plan
members and target them for care management activities across the spectrum of health care services to manage

costs and quality.

Developer: The Tufts Health Plan

What is the goal of

this payment model?

The goal of the CCM is to achieve the Triple Aim of reducing healthcare costs,
improving quality, and improving population health. Strategy is to align financial and
health quality incentives of plan, providers, and patients.

How long has this
payment model been
in operation?
Where has it been
implemented?

This payment model was conceived subsequent to the passage of Massachusetts’s
health care reform law in 2006, when coverage expanded but costs were continuing to
rise.

Tufts Health Plan serves over 1 million members in Rhode Island and Massachusetts,
and consists of 91 hospitals and nearly 29,000 primary care providers and specialists.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed?

Health care settings span the care continuum from primary care providers and
specialists, acute care hospitals, and post-acute providers.

Types of patients The types of patients include commercial, Medicare, and Medicaid patients covered by
included? the various plans offered by Tufts Health Plan.
Method of The Tufts Health Plan is trying to attribute all members to a primary care provider; the

attributing patients
to participating
providers

Plan attributes members prospectively in their contracts, using a claims-based
methodology. Their system also allows for members to self-select a primary care
provider.

Types of providers
participating in the
payment model?

Providers across the care continuum including primary care providers, specialists, and
acute care hospitals participate in the model.

The entity
accountable to the
payer?

All providers participate in the model.

The entity receiving
payment from the
payer (if different
from above)?

Information is not currently publicly available.

How are providers
paid under the
payment model?

Value-based, global budget contracts pay providers for their ability to manage the
overall cost and quality of care; including enhanced analytic and consultative support.
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Model Name: Tufts Health Plan Coordinated Care Model

Are there any

Metrics include providers’ overall quality relative to their network and peer group

performance using quality metrics from HEDIS, CMS Process of Care Measures, Leapfrog, and
metrics? HCAHPS.

If so, what is being

measured?

Are there any Providers are paid based on their ability to manage the overall cost and quality of care
performance delivered to plan members, and each participating provider’s baseline is reset every
incentives? year based on their prior year’s performance.

If so, what is being
incentivized?

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-alone
payment model or is
it used with other
payment models?

Information is not currently publicly available.

Has the model been

Information is not currently publicly available.

evaluated?

Who funded this

evaluation?

Other pertinent In addition to global budgets, the plan includes product designs that align incentives
information for members and providers, and clinical management programs that help providers

reduce costs.

The above information was excerpted or summarized from these sources:
“Rewarding High Quality: Practical Models for Value Based Physician Payment” http://www.achp.org/wp-
content/uploads/ACHP-Report Rewarding-High-Quality 4.20.16.pdf

“Investing in OQutcomes, Creating Value: Tufts Health Plan”
http://www.achp.org/wp-content/uploads/Tufts-Health-Plan-Innovation-Profile-ACHP1.pdf

“Tufts Associated HMO Inc., Responses to Testimony Questions, September 16, 2013”
http://www.mass.gov/anf/docs/hpc/tufts.pdf
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1.43

UnitedHealthcare Oncology Episode Pilot Program

Model Name: UnitedHealthcare Oncology Episode Pilot Program

Brief Description: From 2009-2012, UnitedHealthcare partnered with 5 US oncology practices to pilot an
episode payment model for treating nineteen discrete “episodes” in breast, colon, and lung cancer with
evidence-based treatment regimens. Apart from using proven treatment regimens, the objective of the “episode”
model was to use the least expensive combination of medications, thus attempting to discourage oncologists
from using high priced drugs to potentially increase their margins of reimbursement. After physicians register
the patients, the episode fee is paid immediately. During treatment, the physician is paid the average sales price
for the drugs he or she administers (part of the overall episode). All other services such as physician office visit
and chemotherapy administration are billed and paid for on a fee-for-service basis. The program saw a 34%
decrease in predicted medical costs (nearly $33 million) but saw 179% increase (than projected costs) in cost of
drugs administered within the episodes.

Developer: UnitedHealthcare

What is the goal of
this payment
model?

The two objectives of this program were:

- to decrease the total medical cost by using aligned financial incentives supported
by actionable use and quality information
- toremove the linkage between drug selection and medical oncologists’ income

How long has this
payment model
been in operation?
Where has it been
implemented?

The pilot was tested from October 2009 — July 2012 in 5 oncology practices across the
country. Midway in 2011, one practice was acquired by an academic medical center and
left the program while another practice replaced it in the program. The practices were:

- Northwest Georgia Oncology, Atlanta, GA

- Center for Cancer and Blood Disorders, Fort Worth, TX
- Kansas University, Kansas City, KS

- Dayton Physicians, Dayton, OH

- West Clinic, Memphis, TN

- Advanced Medical Specialties, Miami, FLL

Type(s) of health
care services,
medical conditions,
and health care
settings
addressed?

19 episodes in breast, colon and lung cancer were identified for this program (they are
listed below).

UnitedHealthcare established time limits for each episode based on the chemotherapy
regimen selected by the medical group. There are two types of episode time limits.

- Chemotherapy regimens that are intended to treat patients after surgery for
cure—rather than for palliative care— are called adjuvant regimens. These
treatments are given for a defined period of time and then discontinued.
UnitedHealthcare added sixty days to the scheduled regimens to define the
episode time period.

- For the patients with relapsed cancer that cannot be cured, UnitedHealthcare
used an arbitrary episode time limit of four months. The episode is renewed for
additional four-month periods if the physician is still providing care to the
patient.
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EXAMPLES OF HEALTH CARE PAYMENT MODELS BEING
USED IN THE PUBLIC AND PRIVATE SECTORS

Model Name: UnitedHealthcare Oncology Episode Pilot Program

The following table lists the 19 episodes in breast, colon and lung cancer that were
included in this program.

Cancer Duration
Type Episode No. and Description (months)
Breast 1. Stages 0, I; no chemotherapy 6

2. Stages I, II; HER2 overexpression, ER/PR

negative 12

3. Stages I, II; HER2 overexpression, ER/PR

positive 12

4. Stages I, II; HER2 underexpression, ER/PR

negative 6

5. Stages I, II; HER2 underexpression, ER/PR

positive 6

6. Stage III; HER2 overexpression, ER/PR negative 12
7. Stage III; HER2 overexpression, ER/PR positive 12

8. Stage III; HER2 underexpression, ER/PR
negative

9. Stage I1I; HER2 underexpression, ER/PR positive

10. Stage IV; anti-estrogen therapy only

11. Stage IV; treatment with all other medications
Colon 12. Stages I, II; no chemotherapy

13. Stages II, 1T

14. Stage IV
Lung 15. Small-cell, any stage

16. Non—small-cell, stages I, 11

A~ b, O N B~ DS

17. Non—small-cell, stage I11

18. Non—small-cell, stage IV, nonsquamous
histology 4

19. Non—small-cell, stage IV, squamous histology 4

Types of patients Breast, cancer and colon cancer patients insured by UntiedHealthcare seeking care at the
included? 5 participating oncology centers and being treated by one of the 19 episodes listed above.

Method of Patients were included based on being cared for by participating oncologists.
attributing
patients to
participating
providers

Types of providers | Oncologists at the 5 participating oncology practices.
participating in the
payment model?

The entity Participating practices.
accountable to the
payer?
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Model Name: UnitedHealthcare Oncology Episode Pilot Program

The entity
receiving payment
from the payer (if
different from
above)?

[Same]

How are providers
paid under the
payment model?

Each physician identified eligible patients during their initial consultation, and his or her
office registered the patient with UnitedHealthcare. The episode fee is paid immediately.
During treatment, the physician is paid the average sales price for the drugs he or she
administers. All other services are billed and paid for on a fee-for-service basis

The “episode” bundled the following three components:

- Physician hospital care

- Hospice management

- Case management
All other services (i.e. physician office visit, chemotherapy administration, diagnostic
radiology, laboratory) were paid as per the pre-existing FFS arrangement.
For drugs, UnitedHealthcare calculated the drug margin for each selected regimen by
subtracting the average sales price—the price determined by Medicare —from the
group’s usual reimbursement for the drug using the existing fee schedule. Average sales
price was used as a proxy for the physician’s actual acquisition price for the drug.

Are there any
performance
metrics?

If so, what is being
measured?

The main focus of the performance measures include patients’ survival, relapse-free
survival, hospitalizations for complications and the total cost of care for an episode.

Specifically, the quality and use measures used in the program include:

- Total cost of care

- Emergency room and hospitalization rates

- Parenteral drug costs per episode

- Average drug cost per episode

- Admissions for cancer symptoms

- Admissions for treatment-related symptoms

- Time to first progression for relapsed patients

- No. of lines of therapy for relapsed patients

- Hospice days for patients who died

- Days from last chemotherapy to death

- Costs in the last 30 days of life

- Survival from date of condition enrollment (relapsed patients only)
- Cost per admission and length of stay

- Diagnostic radiology use

- Laboratory service use

- Durable medical equipment use

- Surgical services, use and cost

- Febrile neutropenia occurrence rate

- Granulocyte colony-stimulating factor usage rate
- Erythropoetin use
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Model Name: UnitedHealthcare Oncology Episode Pilot Program

Are there any
performance
incentives?

If so, what is being
incentivized?

[No link between measures and payment stated]

How do incentives
operate?

Information is not currently publicly available.

Is this a stand-
alone payment
model or is it used
with other
payment models?

This episode payment model is used in addition to the traditional FFS model and replaces
payment only for few of the services under FFS.

Has the model
been evaluated?
Who funded this
evaluation?

An evaluation funded and led by authors from UnitedHealthcare was published in the
Journal of Oncology Practice in July 2014.

The predicted fee-for-service total cost for the episodes cohort was $98 million but the
actual total medical cost for this cohort was $65 million, representing a net savings of
$33 million. The predicted chemotherapy drug cost was $7.5 million but the actual cost
turned out to be $21 million with a net increase in spending of $13.5 million. ($ figures
are approx.) The decline in total costs, despite unexpected level of drug costs, was due
to decline in hospitalizations and use of therapeutic radiation.

Other pertinent
information

Information is not currently publicly available.

The above information was excerpted or summarized from these sources:

Newcomer, L et al, “Changing Physician Incentives for Affordable, Quality Cancer Care: Results of an Episode Payment
Model”, Journal of Oncology Practice, July 8, 2014, available online:
http://jop.ascopubs.org/content/early/2014/07/08/J0P.2014.001488.full ; Newcomer, L, “Changing Physician Incentives

For Cancer Care To Reward Better Patient Outcomes Instead Of Use Of More Costly Drugs Health Affairs 31, no.4
(2012):780-785, available online at: http://content.healthaffairs.org/content/31/4/780.full.pdf+html
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1.44 Washington State Health Care Authority’s Accountable Care Program

Model Name: Washington State Health Care Authority’s Accountable Care Program

Brief Description: Since Jan. 2016, a small subset of Washington state’s public employees residing in western
Washington can opt in or be attributed to one of two local ACOs. These two ACOs are eligible to receive
shared savings bonuses if their patients’ expenditures are lower than a specified spending target, and are at risk
of paying back a share of any cost over-runs above this spending target. (Specific percentages are not available
publicly.) Performance on quality measures is also used when calculating the size of bonuses or penalties.
ACOs are expected to deliver integrated physical, mental health, and substance use disorder services, and
implement and report on specific evidence-based, care transformation strategies listed below. The state plans to
work with private and public employers to try to replicate this payment model in 2017.

Developer: Washington State Health Care Authority

What is the goal
of this payment
model?

This model is designed to reward achievement of the triple aim: better health, better care,
and lower costs.

How long has this
payment model
been in
operation?
Where has it been
implemented?

This plan was launched in January 2016 in the Puget Sound region of the state (i.e.,
Snohomish, Kitsap, King, Thurston and Pierce counties).

The two participating ACOs (known as “UMP Plus networks”) are:

(1) Puget Sound High Value Network LLC - led by Virginia Mason Medical Center
and including Edmonds Family Medicine, EvergreenHealth Partners and Hospital,
MultiCare Connected Care, Overlake Medical Center, Seattle Cancer Care Alliance, and
Seattle Children’s Hospital, and

(2) University of Washington (UW) Accountable Care Network - led by UW
Medicine (Seattle) and including Capital Medical Center; Cascade Valley Hospital &
Clinics; MultiCare Connected Care; Overlake Medical Center; Seattle Cancer Care
Alliance; Seattle Children’s Hospital; and Skagit Regional Health.

The third-party administrator of the UMP Plan is Regence BlueShield.

Type(s) of health | ACOs are expected to deliver integrated physical, mental health, and substance use

care services, disorder services.

medical

conditions, and They are expected to offer timely and convenient access to both primary care and

health care specialty providers, as well as expanded service hours for primary care and urgent care,

settings and 24/7 consulting nurse and tele-urgent care services. The ACOs are expected to

addressed? provide enhanced communications to members, including plan-specific websites,
dedicated contact centers for scheduling, prescriptions, and additional support services,
and proactive member engagement through printed and electronic materials.

Types of patients | Public employees (i.e., employees of state government, higher education institutions, and

included? school districts enrolled through the Public Employees Benefits Board) residing in the

Puget Sound region are eligible to participate in this plan. Currently, 11,000 of the state’s
350,000 public employees and dependents are enrolled in this plan.

These individuals can participate in one of two ways:
(1) Designated ACO Participants — members who enroll themselves in the plan.
(2) Attributed ACO Participants — members who have not enrolled themselves in the
plan, but who are attributed to one of the two ACOs based on their overall health
care utilization patterns.
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participating in
the payment
model?

Model Name: Washington State Health Care Authority’s Accountable Care Program
Method of For members that are attributed to an ACO based on their health care utilization,
attributing utilization is based on utilization observed across all participating hospitals and providers
patients to in an ACO. Members must have a minimum of two qualifying visits with an ACO within
participating a 24-month period to be attributed. Members are attributed using the following
providers hierarchy:
1. Highest number of qualifying visits
2. If a tie for highest number of qualifying visits, highest total RVUs for
qualifying visits
3. If a tie for qualifying visits and RV Us, most recent date of service.
Members are attributed to the ACO with which they have the majority of their qualifying
visits to primary care specialists. Or, if a member cannot be attributed based on
qualifying visits to primary care specialists, the member will be attributed based on
qualifying visits to both primary care and chronic care specialists.
Types of Information is not currently publicly available.
providers

The entity
accountable to the
payer?

The state has entered into contracts with each of the two ACOs:

1) Puget Sound High Value Network LLC
2) University of Washington (UW) Accountable Care Network

The entity
receiving
payment from the
payer (if different
from above)?

Same as above.

How are
providers paid
under the
payment model?

The two participating ACOs’ approaches for paying providers in their network is
unknown.

Payments to each ACO are determined as follows. On an annual basis, a financial
reconciliation is conducted separately for two cohorts: 1) Designated members (who opt
in to the UMP Plus plan), and 2) Attributed members. ACOs are eligible to receive
shared savings bonuses if their patients’ expenditures are lower than a specified spending
target, and are at risk of paying back a share of any cost over-runs above this spending
target. (Specific percentages are not available publicly.) Net savings can be achieved for
both the Attributed and Designated Cohort, while net deficits can only be achieved for
the Designated Cohort.

Performance on quality measures is also used when calculating the size of bonuses or
penalties.
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Model Name: Washington State Health Care Authority’s Accountable Care Program

Are there any
performance
metrics?

If so, what is
being measured?

A “quality improvement score” is calculated and used to determine the percentage of the
savings or losses that an ACO will be paid or owe the state. These measures are a subset
of the measures in the Washington Statewide Common Measure set, and measure the
following five categories of care:

e Chronic conditions

Behavioral management

Client experience (CG-CAHPS)

Medical screenings and immunizations

Obstetrical care

Each measure is assigned a weight, reflecting its degree of influence on overall QI score.
The state also requires the two ACOs to implement and report their progress on various
evidence-based, care transformation strategies:

e Invest in infrastructure to advance primary care medical home (PCMH) standards
across all network partners (as defined by 2011 National Committee for Quality
Assurance (NCQA) PCMH Level III standards or equivalent).

e Adopt clinical policies of HCA and coverage decisions of the Washington State
Technology Clinical Committee.

e Adopt certified health information technology infrastructure, including electronic
health records, and participate in the Washington State Health Information
Exchange.

e Develop quality improvement plans that include implementation of Bree
Collaborative recommendations across all partners for various high cost, high
utilization, and high variation procedures:

Care coordination for high-risk members

Potentially avoidable hospital readmissions

Obstetrics

Total knee and total hip replacement surgery bundle

Spinal fusion bundle

Cardiology

Low back pain

End of life care

Addiction and substance dependence treatment

e Participate in shared-decision making pilots and Accountable Communities of
Health, Healthier Washington initiatives.

e Participate in the cardiac, obstetrics and low back pain quality improvement
programs of the Foundation for Health Care Quality, a trusted, independent
organization based in Seattle.

OO0OO0OO0O0DO0OO0O0OO

Are there any
performance
incentives?

If so, what is
being
incentivized?

Organizationally, the two ACOs have an incentive to reduce the total cost of care
provided to designated and attributed members, while also delivering high rates of the
services measured using the 19 quality measures referenced above, and engaging in the
activities measured by the patient experience survey used in this model. They also have
an incentive to complete the various evidence-based, care transformation strategies listed
above.
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Model Name: Washington State Health Care Authority’s Accountable Care Program

How do incentives | Each ACO has agreed to annual targets for financial “trend guarantees” (spending
operate? targets). If the ACO’s patients’ total health care expenditures are below the ACO’s trend
guarantee (resulting in more savings than the targeted spending level would have
created), the state pays the ACO a share of these savings. If the ACO’s patients’
expenditures exceed the ACO’s trend guarantee (resulting in less savings than the target
would have created), the ACO must pay the state a share of the deficit (for “designated”
patients only — not for “attributed” patients). The share of the savings (or deficit) to be
paid to or collected from the ACO is determined based on the ACO’s performance on the
quality measures described above.

Is this a stand- This payment model requires participating providers to continue to submit fee-for-
alone payment service claims, so that the payer can annually retrospectively calculate participating
model or is it used | ACOs’ cost and quality performance and determine the size of shared savings or shared
with other deficits.

payment models?

Has the model Information is not currently publicly available.
been evaluated?
Who funded this

evaluation?
Other pertinent Public employees who opt in to the UMP Plus plan pay 30% lower monthly premiums,
information and face lower medical and prescription drug deductibles and no cost-sharing for primary

care office visits; if they complete a wellness assessment and earn a wellness incentive
they pay no or a reduced medical deductible.

The above information was excerpted or summarized from these sources:

Washington State Health Care Authority, Paying for Value: Accountable Care Networks for Washington State Public
Employees, September 2015, available at: http://www.hca.wa.gov/assets/program/acpfactsheet.pdf; Washington State
Health Care Authority, Request for Application (RFA) No. 14-031, available at:
http://www.hca.wa.gov/assets/program/acp final rfa 0.pdf; and Washington State Health Care Authority, Paying for
Value, 2016, available at: http://www.hca.wa.gov/about-hca/healthier-washington/paying-value; Washington State Health
Care Authority, Better Health. Better Care. Lower Costs.: The Facts, available at:
http://www.hca.wa.gov/assets/program/payingforvaluefactsheet.pdf; personal email communication from J.D. Fischer,
Washington State Health Care Authority, Aug. 10, 2016; Washington State Health Care Authority, Contract: HCA Contract
Number K1471, available at: http://www.hca.wa.gov/assets/program/acp_pshvn_contract.pdf; Washington State Health
Care Authority, Contract: HCA Contract Number K1469, available at:

http://www.hca.wa.gov/assets/program/acp _uwmedcontract.pdf.
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1.45 WellPoint’s Patient-Centered Medical Home Pilot

Model Name: WellPoint’s Patient-Centered Medical Home Pilot

Brief Description: This was the pilot program for WellPoint’s PCMH approach from 2007-2011 which paid
primary care physicians an enhanced fee layered on top of traditional FFS. Two specific payment approaches
that WellPoint followed in this program initially included: (1) a multi-payer initiative which consisted of
incentive payments for care coordination and quality improvement on top of a traditional fee-for-service
payment (such as in Colorado and New Hampshire) and (2) a single-payer initiative led by WellPoint to pay
doctors an enhanced fee that is tied to achievement of quality levels (such as in New York).

Developer: WellPoint, Inc. (now Anthem, Inc.) and partner provider organizations.

What is the goal of | The goal of the payment model was to reengineer primary care to improve outcomes

this payment and affordability.

model?

How long has this Wellpoint began its patient-centered medical homes pilot in 2007, in ten patient-
payment model centered medical home pilots in Colorado, Connecticut, Maine, New Hampshire, New

been in operation? | York, and Ohio. The pilots have served 134,000 WellPoint-affiliated health plan
Where has it been members and 255,000 participants across all payers, inclusive of WellPoint
implemented? membership.

After the pilots concluded, WellPoint expanded the program to all of its plans in a total
of 14 states.

Type(s) of health The main focus of this model is for physicians to support care coordination and
care services, preventive activities that improve the health of patients.

medical conditions,
and health care
settings addressed?

Types of patients WellPoint and affiliated plans’ insured members seeking care from primary care
included? physicians and associated specialists in the PCMH setting.
Method of Information is not currently publicly available.

attributing patients
to participating
providers

Types of providers | Primary care physicians working in a medical home setting.
participating in the
payment model?

The entity Participating primary care practices
accountable to the
payer?

The entity receiving | [Same]
payment from the
payer (if different
from above)?

How are providers | Different sites in the pilot program had slightly different features, for example:

paid under the 1) In Colorado: The WellPoint plan paid both fee-for-service, in the form of a
payment model? baseline payment for services provided by the physician, and pay-for-
performance, with a care coordination fee and a payment based on the
achievement of quality and cost or utilization measures.
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Model Name: WellPoint’s Patient-Centered Medical Home Pilot

The CO coordinating organization, Colorado Clinical Guidelines
Collaborative, received grant funding to pay for practices to apply for the
NCQA medical home recognition and helped practices improve their ability to
function as medical homes. NCQA recognition level affected level of
financial incentives.

2) In New Hampshire: Each participating health plan in the New Hampshire
pilot paid a per patient per month care coordination payment on top of a fee-
for-service reimbursement. Each insurer set its own payment amounts and paid
physicians twice a year, based on the number of patients attributed to that
physician. The average care management payment was $4 (the WellPoint
payments were $2, $4, or $6 for practices with level 1, 2, or 3 recognition,
respectively)

3) In New York: In New York, WellPoint’s affiliated health plan implemented
an enhanced fee-for-service initiative that provided physicians with
reimbursement in addition to standard fee-for-service payments if they achieve
certain quality thresholds.

Are there any
performance
metrics?

If so, what is being
measured?

Strong incentives to meet NCQA measures. Other specific examples of performance
metrics measured are:
(1) Utilization measures such as: acute inpatient admissions, emergency room
visits, specialty visits, etc.
(2) Clinical Quality measures such as: glucose control, blood pressure control and
lipid control for diabetes patients, appropriate antibiotic prescribing.

Are there any
performance
incentives?

If so, what is being
incentivized?

Cost, utilization and quality were incentivized, although the particular approach
differed across sites.

How do incentives
operate?

In Colorado: The WellPoint plan paid additional quality-based reimbursements to
participating practices twice a year. Practices could earn level 1, 2, or 3 recognition
from the National Committee for Quality Assurance based on their record of
delivering various elements of care. Practices that earned level 3 recognition, the
highest level, earned an extra $7.50 per patient per month from the WellPoint plan.
Fourteen of sixteen practices earned this highest level of recognition. The other two
practices achieved level 2 recognition and received additional monthly payments of $6
per patient.

In addition, beginning in the second year, WellPoint included a pay-for-performance
payment based on quality and efficiency measures such as improving care for chronic
illness, encouraging appropriate emergency department use, and reducing unnecessary
hospitalizations. The first performance payment was based entirely on quality
improvement, with the amount hinging on the degree of improvement in the quality
measures. The second performance payment, for the third year, will be based on both
quality and cost efficiency.

In New Hampshire: The WellPoint-affiliated health plan rewarded high-performing
physicians by increasing payments for subsequent years. Practices could receive a 2
percent, 4 percent, or 6 percent increase in their evaluation and management
payments. Representatives of participating practices met monthly to share their
experiences with office process flow and their challenges and successes.
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Model Name: WellPoint’s Patient-Centered Medical Home Pilot

In New York: “Enhanced” fee-for-service payments resulted in payments that were
roughly equivalent to $3 per patient per month for practices that achieved NCQA level
1 recognition, $5 for those with level 2 recognition, and $7 for those with level 3
recognition

Is this a stand-alone
payment model or
is it used with other
payment models?

The incentive payments for care coordination and quality improvement were on top of
a traditional fee-for-service payment.

Has the model been
evaluated?

Who funded this
evaluation?

The Colorado pilot was evaluated by WellPoint and a researcher from the Harvard
School of Public Health, and the New Hampshire pilot was evaluated by WellPoint and
a group from the Heller School for Social Policy and Management at Brandeis
University. In each case, WellPoint performed a “pre-post” analysis. HealthCore,
WellPoint’s health outcomes subsidiary, conducted a baseline analysis of the New
York pilot using insurance claims data from WellPoint’s affiliated health plan in New
York.

Analysis of the baseline data was published by WellPoint as a Health Affairs paper in
September, 2012.

Other pertinent
information

Wellpoint has implemented the model in all of its plans (14 states)

The above information was excerpted or summarized from these sources:

Raskas et al, “Early Results Show WellPoint’s Patient-Centered Medical Home Pilots Have Met Some Goals For Costs,
Utilization, And Quality”, Health Affairs, September 2012 vol. 31 no. 9 2002-2009, available online at:
http://content.healthaffairs.org/content/31/9/2002.full
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2. INTERNATIONAL MODELS
This section includes profiles for two sample payment models

2.1 Netherland’s Bundled Payments for Certain Chronic Conditions

Model Name: Netherlands’ Bundled Payments for Certain Chronic Conditions

Brief Description: Dutch private health insurance companies are permitted to pay a single fee to a “care
group,” which is a new legal entity formed by multiple providers (often exclusively primary care providers).
For patients with diabetes, COPD, or needing vascular risk management, care groups deliver or subcontract
with other preferred providers (e.g., specialists, labs, dieticians) to deliver a negotiated bundle of services
associated with a particular type of chronic condition. The prices of these bundled payments are negotiated
between each insurer and each care group, and fees paid to subcontracted providers are also negotiated
between these providers and each care group. In 2007 (the first year that 10 care groups were allowed to be
paid bundled payments for diabetes, under a pilot), bundled payments ranged from €258-€474 per patient per
year; this range diminished in later years. In 2010, when bundled payments for type 2 diabetes, chronic
obstructive pulmonary disease (COPD), and cardiovascular risk management, began to be allowed on a
permanent basis, 100 care groups were accepting bundled payments for diabetes nationwide, and 7 care groups
were accepting bundled payments for cardiovascular risk management in the southern part of the country.

Developer: The Dutch minister of health approved the introduction of bundled payments for diabetes on a trial
basis, and the Dutch parliament later voted to adopt bundled payments for 3 chronic conditions on an ongoing

basis.

What is the goal of
this payment
model?

The developer’s goals were publicly unavailable.

How long has this
payment model
been in operation?
Where has it been
implemented?

Bundled payments for diabetes started on a trial basis in Jan. 2007, and began being
offered on an ongoing basis for type 2 diabetes and cardiovascular risk management in
Jan. 2010. In July 2010, bundled payments for COPD began to be allowed.

The initial diabetes pilot involved 10 care groups. In 2010, 100 care groups were
accepting bundled payments for diabetes nationwide and 7 care groups were accepting
bundled payments for cardiovascular risk management in the southern part of the
country.

Type(s) of health
care services,
medical conditions,
and health care
settings addressed

Care groups are responsible for providing a negotiated bundled of services associated
with diabetes, COPD, or cardiovascular risk management (including primary and
specialty care). Care groups can negotiate with private insurers to only provide bundled
services for one or some of these chronic conditions.

Types of patients Patients with diabetes, COPD, or needing cardiovascular risk management.
included
Method of Unknown.

attributing patient
to participating
providers

Types of providers
participating in the
payment model

Care groups are primarily made up of primary care providers, who then subcontract
with other providers (e.g., specialists, labs, dieticians) to ensure the delivery of all of
the health care services included in a particular bundle.
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Model Name: Netherlands’ Bundled Payments for Certain Chronic Conditions

The entity
accountable to the

payer

The care group.

The entity receiving
payment from the
payer (if different
from above)

Same as above.

How are providers
paid under the
payment model?

Private health insurance companies pay a single fee to a “care group” for a bundle of
negotiated services associated with a particular chronic condition. Care standards
recommending (but not requiring) what services to include in bundles are jointly
developed by caregiver organizations, patient associations, and public health
authorities in consultation with insurers.

The prices of bundled payments are negotiated between each insurer and each care
group, and fees paid to subcontracted providers are also negotiated between these
providers and each care group. In 2007 (the first year bundled payments were
permitted for diabetes), bundled payments ranged from €258-€474 per patient per year;
this range diminished in later years. Care groups are free to distribute bundled
payments to participating providers however they see fit.

Are there any
performance
metrics, if so, what
is being measured?

Unknown.

Are there any
performance
incentives, if so,
what is being
incentivized?

Physicians are incentivized to provide the negotiated bundle of services at a cost that is
less than the negotiated price for this bundle — for example, by having specialists,
primary care providers, and nurses all work at the top of their license.

How do incentives
operate?

If a care group can deliver all of the negotiated services in a bundle for less than the
negotiated price of this bundle, they can keep these savings.

Is this a stand-alone
payment model or
is it used with other
payment models?

Bundled payments are just one of several sources of income for physicians in the
Netherlands, and only cover the cost of services delivered to patients with qualifying
chronic conditions. (See “Other pertinent information” at bottom of table for
description of other payment approaches used in this country.)

Has the model been
evaluated?

Who funded this
evaluation?

The Dutch health minister charged the National Institute for Public Health and the
Environment with evaluating care groups receiving bundled payments. A government-
funded report released in 2012 presented analyses of medical records, claims data,
patient experience survey data, and interviews with care groups, but did not include
any data from a comparison group. Specific assigned research questions are unknown,
but some results follow: for 9 diabetes care groups studied, researchers found modest
improvements on most process measures (which was partly attributed to better record
keeping), and improvements on most outcomes measures. Patients’ and providers’
experiences were also positive. Providers felt that coordination improved, clinical
guideline adherence improved, and attendance at multi-disciplinary consultations
increased. The evaluation also found that the model led to health professionals working
more at the top of their license, with primary care providers (rather than specialists)
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Model Name: Netherlands’ Bundled Payments for Certain Chronic Conditions

now managing well-controlled diabetics, nurses now conducting most diabetes check-
up tasks and care management tasks, and optometrists and others doing many tasks
previously done by ophthalmologists. Disappointingly, a separate 2012 analysis of
national claims data found that total annual health care costs for patients treated by
diabetes care groups increased by €288 more than a comparison group from 2008 to
2009. (For reference: total expenditures generated per diabetic patient in a care group
was €4,872 in 2009.)

Other pertinent
information

Contextual information about the Dutch health care system, which is not solely related
to the bundled payments described above, follows:

-Residents of The Netherlands are required to purchase subsidized, community-rated,
private health insurance covering a basic benefits package. In 2006, the average annual
price of coverage for consumers was €1,050.

-Employers are required to pay 7.75% of the first €51,414 of an employee’s salary to
the government on the employee’s behalf. Employees pay tax on this income. Self-
employed people pay 5.4% of their income. The government redistributes these
contributions to private insurers using a risk-adjusted capitation formula.

-The government pays premium subsidies to 5 million residents in this country of 16.8
million, ranging from €2.00-€72.00 per month, depending on income.

-All patients register with a primary care provider of their choice. Full-time primary
care providers have panels of approximately 1,900 patients.

-Patients can only access specialists and hospital care (other than ER care) upon
referral from a primary care provider.

-Once they have a referral, patients can pick their specialist, but their insurer has the
right to require a co-pay for out-of-network specialists.

-Insured adults pay an annual deductible of €360 (as of 2014) to their insurer. Primary
care visits and children’s health care are fully covered without a deductible and without
cost-sharing.

-Providers are not allowed to balance-bill (i.e., charge patients for costs beyond those
paid by insurers).

-Most primary care providers are self-employed; only 11% are employed by another
primary care provider.

-Payment for primary care providers includes: capitation fees for registered patients
(which make up ~37% of their income, and are higher if the patient is older or from a
“deprived” area, and ranged from €4.33-€5.73 per month in 2009); fee-for-service
payments for office visits, home visits, phone calls, emails, vaccines, and drug refills
(which make up ~33% of these providers’ income, and ranged from €4.50-€22.50 in
2009); payments for activities that increase efficiency or substitute for specialist care;
bundled payments (described above); pay-for-performance payments; and hourly pay
for after-hours care (€50.20/hour in 2009).

-Primary care providers are required to provide 50 hours of after-hours care per year.
Most provide after-hours care in hospital-run “General practitioner posts” which are
on-site, after-hours clinics staffed by primary care providers and assistants; assistants
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triage phone calls and providers decide whether patients need to be referred to the
hospital. Patients can also proceed directly to the ER or call an ambulance without a
referral (though medical transportation is subject to patient cost-sharing).

-Hospitals are primarily private, non-profit and receive a majority of their income from
case-based DRGs (which cover inpatient, outpatient, and specialist costs). The prices
of 70% of DRGs are negotiable by hospitals and insurers, while 30% are set nationally.
Hospitals also negotiate budgets based on formulas that take into account # of beds, #
of specialists, patient volume, etc.

-Specialist fees are included in hospital DRGs, and almost all specialists work in
hospitals (and are either paid on a fee-for-service basis as part of a private group
practice, or are employed by the hospital and paid a salary). FFS specialists can
negotiate an hourly rate with a hospital within a prescribed range (€132.50/hour, +/-
€6.00), which must cover their practice expenses. These specialists are expected to
earn €129,500 and have €75,760 in practice expenses, and work 1,555 billable hours
per year. In reality, these specialists earn more than this. Salaried specialists employed
by hospitals earn less (€64,416-€118,212).

-85% of people buy voluntary, unregulated, supplementary health insurance to cover
drug co-pays and services not included in the basic benefits package, such as
physiotherapy, dental care, eyeglasses, contraceptives, and alternative medicine.
-Legal residents are automatically enrolled in long-term care insurance, which is also
subsidized by the government.

The above information was excerpted or summarized from these sources:

Reinhard Busse and Juliane Stahl, “Integrated Care Experiences and Outcomes in Germany, The Netherlands, And England,”
Health Affairs, 2014: 33(9): 1549-1558; IN Strujis, JT de Jong-van Til, LC Lemmens, et al. Three years of bundled payment for
diabetes care in the Netherlands: Impact on health care delivery process and the quality of care. Bilthoven: National
Institute for Public Health and the Environment, 2012; Struijs JN, Mohnen SM, Molema CCM, de Jong-van Til JT, Baan CA,
Effects of bundled payment on curative health care costs in the Netherlands: An analysis for diabetes care and vascular risk
management based on nationwide claim data, 2007-2010. Bilthoven: National Institute for Public Health and the
Environment, 2012; Joost Wammes, Patrick Jeurissen, and Gert Westert, “The Dutch Health Care System, 2014,” in Elias
Mossialos, Martin Wenzl, Robin Osborn, Chloe Anderson (eds.), International Profiles of Health Care Systems, 2014. New
York: Commonwealth Fund, 2015; Niek Klazinga, “The health system in the Netherlands,” Eurohealth, 2008: 14(1): 8-10;
Willemijn Schafer, Madelon Kroneman, Wienke Boerma, et al. The Netherlands: Health System Review. Copenhagen: World
Health Organization, 2010.
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2.2 Physician Payment in Denmark

Model Name: Physician Payment in Denmark (as of 2014)

Brief Description: Publicly-financed health care is available to all legal residents in this country of 5.6 million.
Primary care providers are privately-employed and contract with their regional government to receive payment
using a hybrid approach that includes fee-for-service payments for services like office visits, diagnostic tests,
minor surgery, etc. (making up 66-70% of their income) and capitated payments for patients who choose to
register with their practice (making up 30-33% of their income).

Specialists who work in office settings are also privately-employed, but are paid entirely on a fee-for-service
basis, and after they deliver a certain threshold of services, subsequent fees are reduced by 40%. Specialists who
work in hospital settings are publicly-employed and paid a salary based on the number of hours worked during
regular hours and after-hours.

Primary care providers and specialists can charge co-pays to the 2% of Danish patients who choose not to
register with a primary care provider; the remaining 98% of patients face no cost-sharing from primary care
providers, specialists, or hospitals.

Payment rates are negotiated between the relevant professional association (for primary care providers,
specialists, nurses, etc.) and a collective of regional governments, who are the entities that manage and pay for
most health care.

About 40% of the population has supplementary private health insurance to cover the cost of co-pays, services
not fully covered by the state (e.g., physiotherapy), and to provide access to the small private hospital sector
(97% of all hospitals services are provided by public hospitals). Separate plans are available to provide patients
with a lump sum in case of critical illness.

Developer: Unknown

What is the goal of this The goal of the fee-for-service component of Denmark’s payment model is to
payment model? increase primary care providers’ productivity by incentivizing them to treat
patients themselves, rather than referring them to specialists, and to incentivize the
delivery of politically high-priority services, such as preventive services.
Meanwhile, the capitated portion of this payment model is intended to provide
remuneration for general services for which fees are not available, and to reduce
providers’ incentives to provide unnecessary services to increase their incomes.

Primary care providers’ role as gatekeepers ensures that primary care providers are
patients’ first point of contact, and supports the principle that continuity of care
should be provided by a family doctor and health care professionals should operate
at the top of their license.

How long has this Unknown.

payment model been in

operation?

Where has it been Unknown.

implemented?

Type(s) of health care Services provided by outpatient primary care physicians, outpatient specialists, and
services, medical inpatient (hospital) physicians.

conditions, and health
care settings addressed
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Model Name: Physician Payment in Denmark (as of 2014)

Types of patients
included

All legal residents of Denmark (not including undocumented immigrants and
visitors).

Method of attributing
patient to participating
providers

Patients register with a primary care provider of their choosing. Once these
providers have 1,600 patients in their panel, they can refuse to take additional
patients.

Types of providers
participating in the
payment model

Privately-employed primary care physicians, privately-employed office-based
specialists, and publicly-employed hospital-based specialists.

The entity accountable
to the payer

The physician (for privately-employed outpatient primary care physicians and
specialists), and the hospital (for publicly-funded outpatient specialists and
inpatient physicians).

The entity receiving
payment from the payer
(if different from above)

Same as above.

How are providers paid
under the payment
model?

Primary care providers enter into contracts with their regional government to
receive a combination of fee-for-service payments for services like office visits,
home visits, electronic consultations, blood tests, wounds, minor surgery,
diagnostic tests (which make up 66-70% of their income) and capitated payments
for patients who register with their practice (making up 30-33% of their income).
Their payment rates are set through national agreements negotiated between a
collective body of regional governments and their professional association.
Agreements specify office hours, are renegotiated every 2 years, and contain
clauses about rate reductions if overall expenditures exceed given levels; regions
monitor the activity level of individual practices and may intervene if they are
significantly above average (though regions cannot order a primary care provider
to reduce their productivity, or pay back money). In addition to services specified
in national agreements, additional regional agreements can specify additional
services to be delivered on a fee-for-service basis in certain areas (e.g., specific
care coordination functions, participation in meetings, services to a particular
institution). A small share of primary care providers’ income derives from fees for
non-covered services (e.g., certifying that a patient is healthy enough to have their
driver’s license renewed). One source estimated that 95% of primary care
providers’ income comes from public funds.

After-hours care is generally provided by collectives of primary care providers
who rotate on-call duties and are paid by regional governments on an enhanced
fee-for-service basis (i.e., fees are higher for care delivered after hours). The
exception is Copenhagen, which employs salaried staff (including specialized
nurses). Patients call after-hours phone lines and speak with the on-call provider
(or nurse, in Copenhagen), who decides whether to have a roaming mobile primary
care provider unit conduct a home visit or to refer the patient to their after-hours
clinic. After-hours clinics are often co-located at (but independent of) hospital
emergency departments.

The 98% of Danish patients who choose to register with a primary care provider
face no co-pays, but must obtain referrals from this provider to access specialists.
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The 2% of Danes who choose not to register with a primary care provider agree to
pay co-pays for primary and specialty visits but can access specialists without a
referral.

All patients can only access public hospitals for inpatient or outpatient care if
referred by a primary care provider. (A referral is not needed to access emergency
care.)

Specialists can be privately-employed and work in office settings without hospital
privileges or can be government-employed and work in hospital-based ambulatory
clinics.

Privately-employed office-based specialists are paid entirely on a fee-for-service
basis, receiving payments from: regional governments for referred public patients;
private supplemental health insurers that provide voluntary wrap-around coverage
of patients’ co-pays; and private individuals paying out-of-pocket. Allowable
services and rates are specified for each medical specialty in national agreements
negotiated by a collective of all 5 regional governments and the specialty physician
association. If a specialist reaches a specified level of activity (“turnover”), fees for
further services are reduced by 40%. Specialists can set their own fees for private
patients, who typically pay out-of-pocket for minor interventions, and separately
negotiate rates with voluntary supplemental health insurance companies for major
(i.e., inpatient) interventions sought by privately-insured patients.

Publicly-employed hospital-based specialists who provide inpatient or outpatient
care are employed by regional governments. These specialists are paid a salary
based on the number of hours worked. Salaries are negotiated by a collective of the
country’s regional governments and the relevant employees’ union. Publicly-
employed physicians are not allowed to see private patients in the hospital.
(Separate private hospitals exist, but 97% of hospital services are provided by
public hospitals.)

Are there any
performance metrics, if
so, what is being
measured?

No measures are used when calculating payments, to our knowledge.

Are there any
performance incentives,
if so, what is being
incentivized?

See “What is the goal of this payment model?” above.

How do incentives
operate?

See “How are providers paid under the payment model?”” above.

Is this a stand-alone
payment model or is it
used with other payment
models?

These are stand-alone payment models.

Has the model been
evaluated?

Who funded this
evaluation?

Unknown.
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Other pertinent
information

-Denmark’s publicly-financed health care system fully covers all primary,
preventive, specialist, hospital, mental health, long-term, and child dental care, and
subsidizes outpatient prescription drugs, home care, physiotherapy, optometry
services, and adult dental care.

-Patients can choose which hospital they go to, but must get a referral from a
primary care provider to seek inpatient or outpatient hospital care.

-Primary care providers’ agreements with regional governments require them to be
open from 8am to 4pm on 4 weekdays per week (with the first hour reserved for
phone consultations), and to stay open until 6pm or 7pm on 1 weekday per week.
-Danish academics writing about this payment model report that the prevailing
opinion in Denmark is that too large a share of primary care providers’ income
derives from fee-for-service payments, potentially leading to shorter visits.

The above information was excerpted or summarized from these sources:
Karsten Vrangbaek, “The Danish Health Care System, 2014,” in Elias Mossialos, Martin Wenzl, Robin Osborn, and Chloe
Anderson (eds.), International Profiles of Health Care Systems, 2014, New York: The Commonwealth Fund, 2015. Available

at: http://www.commonwealthfund.org/publications/fund-reports/2015/jan/international-profiles-2014; Maria Olejaz,
Annegrete Juul Nielsen, Andreas Rudkjobing, et al, Denmark: Health System Review. Copenhagen, Denmark: World Health
Organization, 2012. Available at: http://www.euro.who.int/ data/assets/pdf file/0004/160519/e96442.pdf?ua=1; Kjeld
Moller Pedersen, John Sahl Andersen, Jen Sondergaard. “General Practice and Primary Health Care in Denmark,” J Am
Board Fam Med, 2012, 25:534-38.
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